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manageable” "In chronic schizophrenia! 
the normalizing influence of 
a . Dartal became evident by 
... side a return to a quiet and 
e fects’ normally active behavior, 
reduced aggressiveness and 
were tension, lessened anxiety 
ratifyinal and delusions, and better 
g SY gy subjective feeling in 81.5 
low per cent of a series of 
in fifty-four patients. 
incidence” All in this group had been 


refractory to shock therapy, 
with hydrotherapy and ataraxic 
drugs, and seven had 
undergone psychosurgery. 


¥ Dartal was preferred by 
arta dihydrochloride the patients to other 
methods of therapy because 
side actions were infrequent 


brand of thiopropazate dihydrochloride (occurring in 4 per cent); 
all side effects were 


readily reversible. 


In another study? the drug 
was found particularly 
useful in patients with 
association defect, 
depersonalization and 
anxiety, while patients with 
mood depression did not 
respond. 


The usual dose is one 
10-mg. tablet, one to three 
times daily; individual 
dosage adjustment is, how- 
Lever, especially important. 


7. Ferrand, P. T.: Minnesota Med. 41:853 (Dec.) 1958. 
2. Edisen, C. B., and Samuels, A. S.: A.M.A. Arch. Neurol. & Psychiat. 80:481 (Oct.) 1958. 
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DEPRESSION 


Lift the depression with Marplan. Therapeu- 
tically, Marplan is a new, more active amine 
oxidase regulator. Clinically, it is safer. Medi- 
cally, it represents a major breakthrough in 
the chemotherapy of depression. Marplan has 
been evaluated by some 300 investigators who 
reported its use in more than 4000 patients. 
Results have been impressive—frequently dra- 
matic, and side effects have been markedly 
fewer and less severe. Indications range from 
moderate to severe psychiatric disorders with 
associated symptoms of depression, with- 
drawal or regression. Marplan is also valuable 
as an adjunct to psychotherapy to facilitate 
the patient’s responsiveness. Complete litera- 
ture, giving dosage, side effects and precau- 
tions, is available upon request and should be 
consulted before prescribing. Supplied: 10-mg 
tablets in bottles of 100 and 1000. 


Marplan 


MARPLAN 1-benzyl-2 
=f -(5-methyl-3-:soxazolyicarbonyl) 
ROCHE 


hydrazine SHE 
ROCHE LABORATORIES 
Division of Hoffmann-La Roche Inc « Nutley 10 « N. J. 
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thymoleptic 


brand of imipramine HCI 


Specific in Depression 


Produce remission or improvement in 
70-85% of cases 


Act effectively in all types of depression 


Afford equally good results in severe 
as in mild cases 


Achieve therapeutic benefit with minimal risk of 
serious side reaction 


Indications for Tofranil include: 


Endogenous Depression, Reactive Depression, Involutional Melancholia, Senile Depres- 
sion, Depression associated with other Psychiatric Disorders. 


Availability: Tofranil (brand of imipramine HCI) tablets of 25 mg. bottles of 100. Ampuls 
of 25 mg. (for intramuscular administration only ) cartons of 10 and 50. 
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inhibitor 


not 


Inhibit monoamine oxidase either in 
brain or liver with its associated risks 


Produce dangerous potentiation of other 
drugs such as barbiturates and alcohol 


Act by producing undesirable central 
nervous stimulation leading to agitation 
and excitement 


Cause disturbance of color vision 


The efficacy of Tofranil is attested by more than 50 


published reports and confirmed by clinical experi- . 
ence in more than 50,000 cases. 
Detailed Literature Available on Request. 


13759 Geigy, Ardsley, New York 
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COGENTIN often means effortless 
performance of daily routine for pa- 
tients with Parkinsonism—whether 
arteriosclerotic, postencephalitic, 
idiopathic, or tranquilizer-induced. 
COGENTIN “will counteract rigidity, 
contractures, frozen states and mus- 
cle cramps better than any current 
preparation.” COGENTIN acts with- 
out causing drowsiness or fogginess? 
and will even control resistant, ma- 
N jor tremors in many patients,* thus 
assuring a more comfortable life. 
With COGENTIN to offset Parkinson- 
like symptoms, tranquilizer therapy 
may usually be continued without 
interruption or decrease in dosage. 
Dosage: usual daily dose is 1 to 2 mg., with 
a range of 0.5 to 6 mg. Frequently, a single 
dose at bedtime is sufficient to control symp- 
toms for 24 hours. In tranquilizer-induced 
Parkinsonism, the usual dosage is 1 to 2 mg. 
two or three times a day. When COGENTIN is 
used to offset the distressing Parkinson-like 
symptoms caused by tranquilizers, adequate 
therapy with these drugs may usually be 
continued. A decrease in dosage is rarely 
necessary. 
Supplied: as quarterscored 2 mg. tablets in 
bottles of 100 and 1000. 


1. Brock, S., Mod.: Bull. New York Acad, 
Med. 32 :202, 1956. 

2. Doshay, L. J.: Parkinsonism and Its Treat- 
ment, Philadelphia, J. B. Lippincott, 1954, 
pp. 87-88. 

3. Doshay, L. J., Constable, K., and Zier, A.: 
Neurology 3 :360, 1953. 


Tremors no longer disrupt daily routine COGENTIN is a trademark of Merck & Co., Inc. 


Additional information on COGENTIN is available to 


physicians on request. 
® DIVISION OF MERCK & CO. Inc. PHILADELPHIA 1, PA. 


METHANE SULFONATE (Benztropine Methanesulfonate) 


For a more comfortable life 
in all forms of 
Parkinsonism 
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To control agitation—a symptom that 
cuts across diagnostic categories 


a 


Thorazine’, a fundamental drug in 


brand of chlorpromazine 

psychiatry -— Because of its sedative effect, ‘Thorazine’ is 
especially useful in controlling hyperactivity, irritability and hostility. 
And because ‘Thorazine’ calms without clouding consciousness, 
the patient on ‘Thorazine’ usually becomes more sociable and more 
receptive to psychotherapy. 


SMITH 
leaders in psychopharmaceutical research KLINE 
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A Psychiatrie Day- Hospital 


for Convalescent Patients 


By DONALD M. CARMICHAEL, M.D. 
Director, New York City Aftercare Clinics 
Vew York State Department of Mental Hygiene 


DAY-HOSPITAL PILOT PROGRAM was established by the 

New York State Department of Mental Hygiene in 
October 1956 in connection with the Brooklyn Aftercare 
Clinic. This clinic. with a census of 2600, is one of four 
aftercare clinics opened in 1954 for patients on convales- 
cent status in New York City from the department’s institu- 
tions. The day-hospital or center, with a capacity for fifty 
patients. has a staff of two psychiatrists, one social worker. 
two occupational therapists, two nurses, five attendants, and 
a part-time vocational counselor, supplemented by volunteer 
assistants. 

The clinic and day-center, located side by side on the 
same floor in downtown Brooklyn, are readily accessible by 
subway and bus lines. Patients attending the center come 
unaccompanied. bringing their lunch or buying it in nearby 
restaurants. Beverages are provided. Since the traveling 
and lunch situations are similar to those of students and 
office workers in the area, the patients seem to have a com- 
fortable feeling about attending. They are doing something 
for themselves rather than having it done for them, as was 
the case in the hospital. 

Patients are referred to the day-center from the clinic by 
the clinic teams of psychiatrists and social workers, each 
responsible for 350 patients. Orientation meetings for newly 
referred patients and their relatives are held every Friday 
afternoon. After the group meetings regarding the clinic’s 
services, patients and families meet privately with their own 
social workers. This early interview, and others following 
at frequent intervals. with psychiatrist and social worker. 
are to safeguard against relapses, which often occur in the 
few months immediately after the patient returns home. 
when the relationship between patient and family is tenuous 
and vulnerable to disruption. The immediate availability of 
day-hospital services during this critical period aids in the 
lessening of new-old tensions, strengthening and sustaining 
of family ties, and the intervention of a positive program. 


Early Stages of Convalescence Critical 


It seems likely that in aftercare the chief role of a day 
therapy center will be intervention in the early stages of 
convalescence. This is only beginning to be recognized by 
our own clinic staff and, to a degree, by the state hospital 
staffs. For many early referrals brief participation in the 
center program will be sufficient, while others may require 
several months. Most of the patients requiring a longer 
term in the center program are those showing signs of re- 
lapse. Other limited-goal referrals are cases of depressions 
for ECT, patients on ataractic drugs who require evalua- 
tion and stabilizing on new drugs, or those needing deter- 
mination of vocational status. 


Essentially the day-hospital services are the clinic’s in- 
tensive treatment program and an integral part of this after- 
care clinic. Any clinic patient for whom the regular clinic 
services of psychiatrist and social worker are insufficient is 
an appropriate case for referral to the center. The only ex- 
ceptions are those who would unduly disrupt the program, 
such as an occasional overly aggressive. acting-out psycho- 
path. some mental defectives with an 1.Q. below 70, and 
most adolescents under sixteen. These groups should prob- 
ably have their own special programs. 


Individual Patient’s Needs Considered 


The program for treatment and rehabilitation is individ- 
ualized to meet each patient’s particular needs. The follow- 
ing modalities and services are available: individual and 
supportive psychotherapy. group psychotherapy, ECT and 
pharmacotherapy. social casework. vocationally oriented oc- 
cupational therapy, vocational counseling, and social re- 
habilitation for patients and their families. 

The psychiatrists interview each patient, however briefly, 
once a week for individual or supportive psychotherapy. 
unless contraindicated, and most of them once or twice 
weekly in group psychotherapy. Group meetings are held 
daily for one half-hour, in which patients and staff together 
discuss problems. Meetings for patients with their relatives 
are held monthly by psychiatrist or social worker, where 
problems of family relationships are handled on a group 
therapy basis. The psychiatrists coordinate and supervise 
the activities of other staff members, give ECT, and pre- 
scribe pharmacotherapy. 

The day-hospital social worker assists patients in adjust- 
ing to their living situations and handling problems with 
their relatives, at times interviewing relatives individually 
or conducting the monthly meetings of patients and rela- 
tives. She also helps patients with their financial problems 
and in their dealings with public and private agencies. An- 
other important duty is the handling of contacts with the 
Brooklyn Association for Mental Health and the supervision 
of volunteers obtained through that agency. 

The nurses assist the psvchiatrists with ECT, pharmaco- 
therapy, and physical examinations. They are in close con- 
tact with the patients, dispense medications (mostly atarac- 
tics), observe patients for possible side reactions, and note 
the therapeutic effect. Classes in personal hygiene and good 
grooming are conducted by the nurses. They also act as 
counselors in patients’ self-government meetings, in which 
the program is discussed, trips are planned, etc.; assist at 
parties; help to organize clubs for stamp collecting, music 
appreciation, etc.; conduct current events groups; keep rec- 
ords; supervise the attendants; and requisition supplies. 
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The occupational therapy program is dynamically ori- 
ented and uses practical vocational activities as a medium 
for the therapy. The program is fourfold: (1) therapy di- 
rected at individual needs and using interpersonal relation- 
ships in a permis:ive group setting; (2) gaining of prac- 
tical skills, using vocational and home activities; (3) self- 
exploration of abilities and interests, to be used as a basis 
for vocational choice; and (4) objective evaluation of work 
capacity, skills, and functioning, to be used as a basis for 
referral for further training or job placement. In the indus- 
trial shop patients may work with basic hand and power 
tools, acquiring or regaining a degree of skill in woodwork- 
ing and metal spinning. Also available is equipment to en- 
able them to become familiar with basic jewelry skills— 
cutting. bending. filing, soldering, and stonecutting—basic 
electric circuits, and the repair of typical home electric ap- 
plianees. Mechanical drawing instruction is also provided. 

In the office shop, patients may do typing. dictaphone 
transcription, stenographic practice, and filing, and learn to 
use the mimeograph and comptometer, the latter doubling 
for a cash register. Instruction is available in computation 
of sales tax and in simple bookkeeping. These activities 
form a start toward clerical, cashier, or sales work. 

The home shop provides opportunities to learn or refresh 
homemaking skills. such as handsewing and use of an elec- 
tric home sewing machine. dressmaking, alterations, milli- 
nery, use of a knitting machine, cooking, baking, and use of 
home laundry equipment. There is also available a power 
machine such as is used in the garment industry. The cook- 
ing. baking. and serving of specially arranged luncheons. 
including planning of menu and purchase of food. have a 
carry-over value for both home and restaurant work. 

Volunteers give leadership in group activities including 
singing. dancing, parties. and classes in English and arith- 
metic. They also assist the occupational therapists in spe- 
cialized activities such as art. cooking. and sewing. and in 
accompanying groups of patients on trips to places of inter- 
est—museums, art galleries, ball games. the U.N., ete. 

The psychiatric employment specialist helps patients to 
clarify their vocational goals, and supplies information as 
to how to go about getting a job. He holds group classes in 
which role-playing is used to ease patients’ anxiety about 
such things as the initial interview in obtaining work. He 
also serves as liaison in referring patients to the Division of 
Vocational Rehabilitation for training. to the State Employ- 
ment Service for placement, and to sheltered workshops such 
as Altro and the Institute for Crippled and Disabled. 


Referrals by Prescription 


We are convinced that it is best that referrals of patients 
to the day therapy center be made on prescription and not 
on a merely permissive recommendation. The making of a 
specific prescription demands that we, the staff. give careful 
joint consideration to the matter and have a clear concept 
of why we are making referral. In addition, it places the 
responsibility for the decision on the staff. where it belongs. 
rather than on the patient or relative. Each new patient is 
interviewed by the psychiatrist in charge, not to go into 
dynamics, but to learn about how the patient feels about his 
illness and to obtain his personal participation in making a 
tentative plan for himself. He is told about the program and 
the ways in which it might help. that regular attendance is 
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advisable, and that the maximum stay in the center will be 


about three months. He is then escorted by the nurse 
through the various areas, first meeting the staff individ- 
ually, then the patients at the regular morning meeting, and 
later the patients’ welcoming committee. A patient mentor 
helps him for a while, and a staff member is always in the 
background, stepping in when needed. 


Team Efforts Coordinated 


The staff of the day therapy center works exceptionally 
well together as a team, coordinating efforts admirably to- 
wards the maximum benefit to each patient. Every patient is 
well known to all staff members, and in the course of the 
day’s work, as well as at the frequent staff meetings, infor- 
mation regarding patients is spontaneously shared. In this 
way all the staff is aware of the patient's current status, so 
that timely modifications in his program can be readily 
made as needed. The staff is remarkably free of prejudg- 
ment of the patient’s probable response to his planned pro- 
gram. This was pointed up by a careful analysis of results 
with the first year’s group of about a hundred relapsing 
schizophrenics with a mean duration of four years’ hospi- 
talization. The analysis, made a year after this group left 
the center, found no significant correlation between such 
factors as chronicity. age. sex, marital status. education, and 
ultimate result. whether favorable or not. About 40 per cent 
of those surveyed were successful and employed, while 30 
per cent required rehospitalization. 

It is also of interest to note that both the first-year pa- 
tients interviewed and their relatives had generally positive 
feelings towards their day therapy center experience, though 
there were varying criticisms of different aspects of the pro- 
gram. In this connection, the reaction of the patient group 
in the spring of 1959 towards visitors to the center was re- 
vealing. We have frequent visits by many different groups. 
mostly professionals or students from different states and 
countries. Although the patients have always been told in 
advance who would be visiting and why. they expressed ob- 
jections and discussed the matter at a number of meetings. 
saying that they felt like animals in the zoo when visitors 
were present. They asked that they be given a chance to 
meet the visitors before the tour and daily open meeting. 
and that they be allowed to act as guides for the visiting 
group. This is accomplished bv briefing the visitors regard- 
ing the program soon after their arrival: then the visitors 
and staff meet and talk with the patients at their regular 
morning coffee break, and the guided tour and general open 
meeting follow. Since we started this last spring, there have 
been no Complaints; in fact, all the people involved—pa- 
tients. visitors, and staff—get much more out of the visits 
and thoroughly enjoy them. 

We have learned a number of things during our three 
years experience in operation of the day therapy center: 
(1) that with such a center you can treat successfully in 
the community, without hospitalization, many quite sick, re- 
lapsing patients: (2) that the rehabilitation potential of 
chronic schizophrenics has been greatly underestimated: 
(3) that the center serves as a safeguard to success in com- 
munity integration for a wide variety of convalescent pa- 
tients: and (4) that such a facility is extremely flexible and 
valuable, and has a place in mental health programs, whether 
of psychiatric hospitals or clinics. 


PILOT PROGRAMS IN 


By GEORGE J. WEINSTEIN, M.D. 
Chief, Outpatient Psychiatry 
VA Central Office. Washington, D. C. 


= CHANGING CHARACTER of the patient population 
in VA hospitals. with emphasis on the treatment of 
an aging and chronic type of patient, has necessitated re- 
orientation of treatment concepts for outpatient veterans. 
Since the advent of the tranquilizing drugs an increasing 
number of patients have been able to leave the hospitals 
after treatment for schizophrenia. 

Many of these patients, however. are not fully prepared 
to integrate back into productive community living, and 
they require further care and treatment. Patients on trial 
visit are followed by social service, and appropriate referrals 
for medical treatment are made as indicated. ‘Service- 
connected veterans amenable to formal individual or group 
psychotherapy are referred to the mental hygiene clinics. 
Patients on drug therapy are maintained on the drug if 
there is medical indication for its use. 


The evidence is clear that for the psychiatric patient the * 


resocialization process represents one of the most difficult 
barriers to recovery. The usual cause of readmission to 
the hospital is lack of adequate preparation for community 
living. since the mental hospital milieu is not consistent with 
that provided by the community. Many of these patients 
are unable to adjust to the sudden transition from a de- 
pendent status in the protective environment of the hospital 
to the demanding realities of life outside the hospital. Some 
of these patients retreat to a hermit-like existence at home. 
listless and preoccupied. Others drift aimlessly, seeking 
some mode of adjustment to community needs. Most of 
these patients are not amenable to the conventional psycho- 
therapeutic approach available in our mental hygiene clinics. 
It was recognized that an in-between facility was required 
as an intermediate step toward integration into normal 
community living: a place where patients not requiring 
hospitalization could be treated during a full day. 


Existing Facilities Inadequate 


Some mental hygiene clinics recognized this need and 
either established a curative workshop or provided facilities 
on a small scale. and in an unstructured fashion, to enable 
patients to spend part of the day engaged in a work activity 
where some interpersonal contact with personnel and other 
patients could be provided. It was realized that a thera- 
peutic problem existed for which the facilities available 
offered no solution. It was evident that what was required 
was a program of activities not as limited and confining as 
that found in hospitals and yet providing a type of life 


DAY CARE 


experience which supplied leadership and supervision with- 
out removing the patient from his home. 


BROOKLYN: 


At the Brooklyn, New York, outpatient clinic, the need 
for establishing a day-care center was independently deter- 
mined. With the wholehearted support of management, a 
planning committee was formed and charged with the duty 
of planning. organizing, and developing all aspects of the 
program. This included physical layout and design; utiliza- 
tion and modification of existing facilities; establishment of 
working procedures consistent with the aims, goals, and 
philosophy of the day-care center; formulation of staffing 
patterns and work assignments: determination of efficient 
means of processing patients and keeping records: procure- 
ment of basic equipment and supplies; planning and ar- 
ranging public relations and liaison with the professional 
and lay community; recruitment of volunteers; and estab- 
lishment of criteria for patient selection and methods of 
referral. 

A storage area of approximately 2500 square feet was 
converted for use by the day-care center. This space was 
divided into three sections in addition to offices and a store- 
room. One section was designed to contain active social 
and recreational group activities; another to accommodate 
facilities for quiet periods of relaxation, reading. music, 
education, and group discussion: and the third to house 
arts and crafts activities. The area was furnished in a 
manner appropriate to the setting, and the community 
supplied the support and participation so vital to the estab- 
lishment of such a facility. 

The center was opened in November 1958 on a three- 
afternoon-a-week basis: by April 1959 it was operating on 
a full-day schedule. The basic staff consisted of a team 
representing psychiatry, psychology, and social work. An 
occupational therapist was added in February 1959 to 
organize and direct that phase of the program. The princinal 
goal of the center is to provide a comfortable. permissive 
psychotherapeutic atmosphere in which poorly adjusted, 
socially isolated patients can find a variety of interesting. 
absorbing. and constructive activities in which to participate 
in interaction with fellow patients and professional staff. 
The patients spend the major portion of the day in this 
setting. The program is considered one of continuous psycho- 
therapy carried out in an informal and unconventional 
manner with a group of patients unable to accept or profit 
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from a formal approach. Patients discuss their adjustment 
problems with staff members while playing a game together 
for instance, making a plastic model, or listening to music. 
As members of a group, they develop a feeling of belonging. 
The staff is constantly involved with the patients and ready 
to stimulate self-expression and offer support, encourage- 
ment, and guidance. The occupational therapy facilities 
provide another type of activity around which therapy is 
centered. Moreover, the occupational therapy program 
teaches prevocational skills and work habits, as well as 
hobby interests that can be carried on outside the clinic. 
Formal group therapy sessions are conducted with selected 
patient groups in the day-care center. 

Elaboration of all existing programs is continuously in 
progress. A library is being developed and lending privileges 
arranged. The library is strategically located within the 
lounge area so that patients can read or study without too 
much interference. The Music Rehabilitation Center of the 
Musicians’ Emergency Fund is providing a trained specialist 
on a volunteer basis who conducts musical instruction and 
recreational activities for individuals and groups. 

Future plans include selected films, some on mental health 
and emotional problems, to be followed by group discussions. 
Educational programs in such subjects as typing, office skills. 
business English, trade subjects, and academic areas about 
which patients express interest will be added to the program. 

Patient self-government procedures have been introduced 
and the patients themselves are playing an active part in 
planning their own activities. Arrangements are being made 
to more closely coordinate the activities of the day-care 
center with community resources in order to introduce 
patients into more direct participation in activities outside 
the clinic. With the aid of community organizations it is 
planned to arrange catered luncheons at the center. and 
to have patient groups go to plays, restaurants, sporting 
events, and the like, on evenings and weekends. 


NEW YORK CITY: 


At the New York Regional Office. a curative workshop 
program has been conducted by the Physical Medicine and 
Rehabilitation Unit for the past 13 years. Many of the 
patients attending the workshop for prevocational counsel- 
ing had psychiatric disabilities which necessitated frequent 
consultation between the personnel conducting the workshop 
and the personnel of the mental hygiene clinic. A Day-Care 
Steering Committee was formed with members representing 
the disciplines of psychiatry, clinical psychology, social serv- 
ice, physiatry, and counseling psychology, and a structured 
program was established where there was integration and 
cooperation between all the individuals concerned with the 
patient’s treatment. Prior to referral to the day-care center. 
the patient is interviewed by the psychiatrist who is in 
over-all charge of the patient. and then by the various mem- 
bers of the treatment team. An individual program of 
activities is prescribed. The psychiatrist sees each patient 
from time to time and periodically reports to the Steering 
Committee on the progress of the patient. The social worker 
prepares the patient for the program, introduces him to the 
personnel, and is available to all patients at all times to 
assist with problems of adjustment in the program, either 
directly or through appropriate referrals. He coordinates 
the patient’s activities in the program and consults with other 
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staff members regarding special problems that patients pre- 
sent. He relates to patients’ families and other collateral 
sources whenever this is indicated, enlists the support of 
community resources, and participates in the screening, 
training. and supervision of volunteers. The clinical psy- 
chologist conducts such psychodiagnostic examinations as 
are deemed necessary and participates in individual and 
group therapy activities. The physiatrist with his staff of oc- 
cupational, manual arts. educational. recreational and physi- 
otherapists emphasizes socialization and cooperation among 
the patients. Special efforts are made to draw the isolate 
into the group. When the patient becomes ready for pre- 
vocational training. the counseling psychologist evaluates 
the problems and makes specific recommendations. Occupa- 
tional therapy or prevocational training is available in the 
following areas: automotive engines, commercial art, pho- 
tography, mechanical drawing. machine shop work, up- 
holstery, printing, weaving, sewing, radio and television 
repair work, fine arts, woodworking. bookkeeping, typing. 
music, etc. The physical facilities and the staff skills avail- 
able were ideal for the establishment of this large day-care 
center which provides for the treatment of over 100 patients 


daily. 
SAN DIEGO: 


The program at the VA Office. San Diego, California. 
started in 1957 as an activity-centered. group psvchotherapy 
treatment program. This was designed as a research project 
which involved extending and elaborating existing treatment 
methods to meet the special needs of the chronic psychotic 
patient. Initially 10 patients were selected who were unable 
to effect any but the most minimal social and economic 
adjustment. The patients met three days a week for two- 
hour periods during which group activities, including the 
usual arts and crafts, were the primary focus of attention. 
Approximately one hour was devoted to group discussion. 
Group planning for appropriate holiday parties was encour- 
aged. The emphasis was on socialization. In addition to the 
psychiatrist and psychologist who had primary responsibility 
for the program, volunteer workers were also brought in. 
It has been encouraging to note that regressed patients have 
been able to conform to the fixed schedule of the day-care 
program. The attendance of the group has been good. The 
hours allotted to the project have been extended in a subtle 
way by the patients themselves so that a few of them devote 
a full eight hours twice a week to work on the various arts 
and crafts. A slow but steady alteration of destructive be- 
havior patterns has been observed in a number of these 
patients. Their original endeavors, characteristically isolated. 
have given way to group undertaking. 

Patients who used to have to be transported to the clinic 
by a responsible individual now come to the clinic by 
themselves. Several members of the original group are now 
gainfully employed. A total of 25 patients have participated 
in the program. 


WASHINGTON, D. C.: 


It is proposed to establish at the Veterans Benefit Office 
located in Washington, D. C., a day-care program oriented 
toward achieving two general goals. The first will be re- 
socialization. The center will endeavor to assist the patient 
to function at his highest potential level, both vocationally 


Wi this issue, MENTAL HosPITALs com- 
pletes its first decade. In January 1950 we 
started as a modest four-page leaflet. Immediately, 
as in the case of the Mental Hospital Institutes, the 
interest and demand developed beyond all expecta- 
tion. 

The journal has now come of age. It has grown 
in circulation, in size, and in the quality and vari- 
ety of the contributions published in it. As an 
advertising medium it has developed extraordinar- 
ily well, for it is, after all, the only periodical deal- 
ing primarily—indeed exclusively—with the prob- 
lems of the mental hospital, and appealing to a 
large and selected readership. The selection of 
MENTAL HospirAats as one of the journals to be 
reported in the National Library of Medicine’s Cur- 


OUR ISSUE! 


rent List of Medical Literature is the crowning ac- 
colade. Now every article is included in the “lit- 
erature”; every contributor may now be sure that 
he will be given full credit, and that his observa- 
tions will be readily accessible to all interested 
bibliographers in the field. 

We must express our gratitude to the Medical 
Directors—to Dr. Daniel Blain who originated the 
service, to Dr. Mathew Ross who has expanded it— 
and to Mrs. Pat Vosburgh and her capable staff who 
during all these years carried the thorny burden of 
giving concrete expression to the splendid idea. We 
extend to all of these our thanks and best wishes as 
they embark on their second decade of endeavor. 


Winfred Overholser, M.D., Chief Consultant 


and in the community. To achieve this goal he may avail 
himself of group therapy, vocational testing, training, coun- 
seling, and especially the total group living experience at the 
day-care center. The second goal, which is intimately related 
to the first, is the relief of symptoms and the alleviation of 
suffering. Toward this end, individual and group psycho- 
therapy will be utilized. The patient will share in the group 
experience and interpersonal relationships afforded him. 
Space has heen allocated to provide occupational therapy, 
manual arts and light mechanics, a library. recreation room 
and snack bar, music room, volunteers lounge, and offices 
for personnel. 


General Observations 


It is to be noted that in each of the programs, flexibility 
of operation is provided. A permissive, accepting attitude 
on the part of the staff is essential. The programs are tailored 
to the individual needs of the patient and are constantly 
revaluated. Extensive and complete records are kept to be 
utilized in research to evaluate the efficiency of the program. 

In summary, the establishment of a day-care center where 
patients can be treated during a full day but do not require 
hospitalization is an intermediate step toward integration 
into normal community life. For the most part, emphasis 
is placed on resocialization as the keynote of therapy. It is 
hoped that this will be accomplished through the effective 
use of group therapy, occupational therapy, manual arts 
therapy, recreational therapy, the utilization of social psy- 
chologists, and the active participation of especially trained 
volunteers from the community. It should be emphasized 
that active efforts must be made to recruit volunteers from 
the community to participate in the day-care activities, as 
the role of community persons in acceptance of the patient is 
paramount in the resocialization aspects of the program. 

The aims of a day-care program are: (a) to assist the 
patient to make a wholesome and satisfactory transition from 
hospital to normal community existence; (b) to help the 


patient resume normal activities in community and family 
living; (c) to prevent regression of the patient, with re- 
sultant readmission to the hospital; (d) to provide special 
outpatient treatment methods for patients who are not 
amenable to or do not require the conventional psychothera- 
peutic approach; (e) to conduct psychological, sociological, 
and anthropological studies in the problems in the adjust- 
ment of the chronic psychiatric patient to community living; 
(f) to observe the psychiatric patient in the “neutral atmos- 
phere between hospital and community.” 

The prime objective, therefore, is to provide a facility 
for a comprehensive treatment program to meet the needs 
of a group of patients who are sufficiently incapacitated to 
warrant the benefits of hospitalization and yet well enough 
to remain home part of the time. This “in-between” facility 
can offer the patient a program of activities not as limited 
and confining as that found in a hospital, and yet not as 
unsupervised as the life the patient leads while attending the 
standard mental hygiene clinic. Thus the patient is offered 
a type of life experience which supplies leadership and 
supervision, without complete separation from home life. 

A day-care center should be located contiguous to a 
mental hygiene clinic and should be furnished so that it 
conveys as close an approximation of a home-like atmos- 
phere as possible. The program must be tailored to suit the 
individual patient’s needs. The center should by no means 
be designed to further the patient’s dependency or merely 
to provide recreational facilities or part-time custodial care. 
On the contrary, all efforts of the therapeutic team should 
be geared in the direction of encouraging patients gradually 
to assume more responsibility and independence and begin 
thinking of and preparing for gainful employment, improv- 
ing interpersonal skills necessary for their life adjustment. 
and enabling them to handle their emotional problems in a 
more mature and constructive manner. All efforts are 
directed toward the end that the patient can ultimately take 
his place as a productive member of the community. 
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Compazine Spansule 


brand of prochlorperazine 


in the hospital 

The convenient qizh “‘Compazine’ Spansule 
capsule dosage regimen permits nurses to 
spend less time administering medication and 
more on other forms of therapy. Also, “Span- 
sule’ capsules stretch budgets. Whenever six 
‘Compazine’ patients are changed from t.i.d. 
tablet medication to ‘Spansule’ capsules, the 
money saved treats an additional patient. 


brand of sustained release capsules 


on the job 


‘Spansule’ capsules give you better control 
over the office patient. Inconsistent observance 
of tablet dosage regimens may cause a break- 
through of symptoms. With ‘Spansule’ cap- 
sules, however, you rely less on the mood and 
memory of the patient—one dose in the morn- 
ing provides ‘Compazine’ protection through- 
out the working day. 


‘Compazine’ Spansule capsules are available in four strengths: 10 mg., 15 mg., 30 mg. and (especially 


for high-dosage regimens in hospitals) 75 mg. 


SMITH 
KLINE & 
FRENCH 
leaders in 
psychopharmaceutical 
research 


Smith Kline & French Laboratories, Philadelphia 


GUEST EDITORIAL 


The following was adapted from Dr. Cecil L. Wittson’s 
testimony last summer before the House Interstate and 
Foreign Commerce Committee, during the hearings on 
the proposed International Health and Medical 
Research Act of 1959. This bill, held over until the 
next session of Congress, seeks to establish a National 
Advisory Council and a Naticnal Institute for 
International Health and Research. 


HE establishment of a National Advisory Council 
ot a National Institute for International Health and 
Research would result in a strengthening and tightening of 
the bonds of cooperation between nations in medical re- 
search. The proposed legislation would tremendously in- 
crease our ability to prevent and treat disease. Conversely. 
| am convinced that unless this action is taken. medical 
progress in all fields will be unnecessarily delayed. 
Psychiatric practice, in particular, has undergone marked 
changes during the last few years, and tangible results are 
strikingly evident. Yet we are still moving much too slowly. 
In spite of the fact that there has been a halt in the increase 
of patients resident in mental hospitals, we are still con- 
fronted with the fact that during 1957, North American 
mental institutions listed 1,430,000 patients on their books. 
Research in the United States has quickened its pace since 
World War II. Various states. universities. the U.S.P.HLS., 
and private capital have established and supported a num- 
ber of research facilities. Yet almost no major important 
discoveries in our field can be credited wholly to American 
scientists. Psychoanalysis, with its important contributions 
to psychodynamics and psychotherapy, came to us from 
Austria. To the same country we owe our first effective 
treatment for general paresis, and the introduction of insulin 
shock therapy. Metrazol was first used by psychiatrists in 
Hungary, and electroshock therapy was discovered in Italy. 
Psychosurgery originated in Portugal, drug therapy for 
alcoholism in Denmark. The tranquilizing drugs, so im- 
portant in present-day practice, originated in India and in 
France, while those valuable research tools, the hallucigens. 
came from various other foreign countries. Thus far, our 
greatest contribution to modern psychiatry has been our 
ability to assimilate and effectively implement the discoveries 
coming from other countries. and integrate these discoveries 
into a truly eclectic practice of psychiatry. 
Our great hope and opportunity for the future, therefore. 
lie in the field of reseach—American research. true. but 


also the research of the clinics and universities of Europe 
and elsewhere in the world. Comprehensive psychiatric 
research is extremely complex, requiring the combined 
efforts of a variety of scientists—biochemists, psychiatrists, 
psychologists, sociologists, anthropologists, neurologists, 
biometricians, neuro- and psychophysiologists, anatomists, 
pathologists, geneticists, pharmacologists, epidemiologists— 
and this is not an all-inclusive list! In all parts of the 
world, scientists are working in these fields and we should 
do everything possible to take rapid and maximum ad- 
vantage of their discoveries to improve our medical knowl- 
edge. It would be unrealistic for this country to isolate 
itself from the medical research of other countries. We need 
their help and they need ours. 

No country today stands to gain more from new medical 
findings than does our own. Collaboration between Amer- 
ican and foreign investigators does take place, usually on a 
personal basis, and it has occurred with fruitful results. But 
international cooperation must be taken out of the horse- 
and-buggy era which has too often resulted in unnecessary 
delay in bringing new techniques and discoveries to our 
country. To overcome roadblocks to more effective inter- 
national cooperation in research and development, we need 
the leadership, administrative framework, and _ financial 
assistance proposed in this legislation. Moreover, technology 
is playing such a large part in research today that massive 
financial support. such as this bill would help provide, is 
almost a sine qua non for future advances. 

Finally, 1 would like to emphasize the fact that we are on 
the threshold of great advances in psychiatry, but we are 
moving much too slowly. It is my firm conviction that the 
proposals contained in this bill would greatly enhance our 
ability to achieve a break-through in mental illness. 
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REPORT FROM THE WEST 


URING the Western Divisional Meeting of the A.P.A., 

held September 24-27 in Seattle, Washington, the 
Governors of the twelve western states—Alaska, Arizona. 
California. Colorado. Hawaii, Idaho, Montana, Nevada, 
Oregon, Utah. Washington, and Wyoming—reported through 
the commissioners of mental health or their equivalents. 
upon the status of the mental illness and mental health 
programs in their respective states. 


Certain Basic Problems Emerge 


Examination of these reports reveals certain basic prob- 
lems. common not just to the western states. but to all of 
North America. Shortages of personnel, insufficient teaching 
facilities, overcrowding of dilapidated and inadequate phys- 
ical plants, not enough communication and cooperation with 
other community agencies—these familiar sorrows are 
listed and told again. What is different. perhaps, if not in 
kind. then at least in degree, are the patterns emerging in 
these western states, to deal with the familiar problems. 
Perhaps because of the cross-communication afforded by 
the Western Interstate Conference on Higher Education 
(WICHE), or perhaps because of certain common geo- 
graphic factors, the twelve designs together form a blueprint 
of solutions which could be adapted to the problems of 
each of the states. 

The specific solutions are not in themselves particularly 
new. They are the ideas psychiatry has discussed for the 
past five or six years, the ideas American psychiatrists have 
gone to Europe to examine in operation, the ideas which 
have formed the nucleus of a number of pilot studies. Single- 
hospital states with a low per diem, an isolated state hospital, 
and insufficient psychiatrists in private practice, have no 
option but to adopt these experimental solutions as firm 
programs. 

Thus, the western states are planning to establish training 
programs; outpatient clinics to meet the needs of rural 
areas; traveling clinics; liaison with medical societies in 
order to obtain part-time consultation with specialists; in- 
formal communication with general practitioners; an open- 
type hospital, dependent not on locks and bars, but upon the 
psychological restraints of a “therapeutic community”; and 
rehabilitation programs of all kinds to get a patient out of 
the hospital in the shortest possible time, even though he 
may have to be readmitted. The sheer imperatives of size 
and scope of the problem, therefore, have forced upon these 
western states the experimental methods which, in the sophis- 
ticated East are still, quite properly, subject to evaluation 
and investigation. 

Seven of the states in WICHE—Utah, Colorado, Ne- 
vada, Montana, Wyoming, Arizona, and Hawaii—are actually 
single-hospital states, and Idaho feels rich with two, and 
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one school for the retarded. It is hardly surprising that 
these eight states show the strongest similarity in program- 
ming for the next few years. Dr. James Galvin of the 
Colorado Psychopathic Hospital, speaking for his own state. 
expresses one aspect of all these programs: 

“Other residential treatment patterns than the old-fash- 
ioned inpatient hospital are now well-known and their use- 
fulness has been demonstrated. These include the day- and 
night-hospital in which patients come to hospital to spend 
only the day or the night. spending the rest of the time, the 
other half of their total time. with their families or at their 
work. Such a scheme much reduces the dislocation of the 
patient's total life.” 

Dr. William N. Karn of Wyoming describes what he 
calls “Operation Self-Destruction™ as follows: 

“We at the hospital should be in business to go out of 
business. . . . long before we can put the padlock on our 
door we must improve our methods of psychiatric treatment. 
We have to recruit many trained personnel for each and 
every one of our departments: clear channels of communi- 
cation, with all of us on the same wave length, must be 
established throughout the remainder of the state. The 
hospital personnel, the lawmakers, and the various agencies. 
as well as the members of individual professions, must come 
to some clear and mutual agreement as to what the eventual 
goal of the mental hospital is to be... . As I envision it, the 
hospital, besides being an active, short-term, intensive treat- 
ment hospital in the true sense of the word, working closely 
with all community agencies, should also be a recognized 
training and research center so that it might be in a position 
to make contributions to the field from which it has thus far 
been only a passive recipient.” 


Training Program Source of Pride 


Dr. A. M. Fechner tells of a bill recently introduced in 
Utah for enabling legislation to permit the establishment in 
counties or groups of counties of all-purpose mental health 
clinics, with the state providing matching funds to local 
communities. Unfortunately the bill did not pass, but there 
is likelihood that a similar bill will soon be introduced 
which will hopefully meet with better success. The state is 
proud of its training program under Dr. C. H. Hardin 
Branch, a well-integrated program in which every resident 
rotates for a specified period through the state hospital, the 
VA hospital. of which Dr. Fechner is manager, and the 
county general hospital. Staff members of the VA and state 
hospitals have faculty appointments at the university. 

Montana, like the other western states, has had severe 
problems in obtaining personnel, but a system of stipends 
in postgraduate training has helped the situation. Dr. 
G. V. Holmes, the director of clinics for the state, concen- 


trates on coordinating the efforts of the one hospital, four 
mental hygiene clinics, a handful of private psychiatrists. 
and five general hospitals, each with psychiatric wards. The 
stress is on prevention and short-term treatment. 

Dr. Sidney J. Tillim, superintendent of Nevada’s only 
state hospital. notes considerable improvement in the pro- 
gram during the past decade. Again the hospital function 
is being heavily supplemented by clinics. of which, savs 
Dr. Tillim, at least double the present three are needed. He 
and his fellow psychiatrists in the state are campaigning. 
with the active support of the Governor, for more adequate 
community services both before and after hospitalization— 
goals to be achieved only by true co-ordination of effort. 
Says Dr. Tillim, “No realistic separation is possible in an 
over-all program of services for the mentally ill.” 

Hawaii, with the voice of Dr. Robert S. Spencer. speaks 
with some pride of the community health clinics. and the 
establishment of inpatient and outpatient psychiatric units 
in private general hospitals. Dr. Samuel Wick of Arizona 
declares that his state has all too few outpatient clinics 
mainly because. up to now. salaries have been too low to 
attract proper staff. 


Practical Solutions Sought 


Dr. Myrick W. Pullen of Idaho expresses. perhaps the 
most cogently. the real dynamic factor behind these state pro- 
grams. “The shortage of psychiatrically trained personnel.” 
he says. “makes it necessary that we seek practical rather 
than ideal solutions to many of our problems. . . .” He 
goes on to speak of the value of the public health nurse: of 
the increasing role plaved by general practitioners: and of 
the attempt of Idaho’s two state hospitals to communicate 
with the clergy, law enforcement agencies. social agencies. 
and the legal profession by means of visits and seminars. 
“These people are vital to the success of any program.” he 
says. “Their support is vital. Insisting that our fund of 
knowledge is the only guiding principle will alienate rather 
than enlist their support. We must in this sense give a little 
ground to gain a lot.” Other developments he mentions 
include a family-care program: the establishment of mental 
hygiene clinics: and an interesting organization called New 
Horizons. a group of ex-mental hospital patients which hopes 
to foster interest in others like themselves. The group has 
developed a vigorous program to foster employment, social 
contacts. rehabilitation opportunities. and reintegration into 
community life. 

It is evident that these western states. large geographically 
and with sparse and widely scattered populations, are going 
in the same direction—toward community treatment and. 
where possible. with the state hospital functioning mainly 
as the teaching and research resource, with its major treat- 
ment efforts devoted to short-term intensive treatment. fol- 
lowed by community support at all levels for the patient. 

Bordering on the Pacific Ocean are the three states— 
Oregon. Washington. and California—whose problems more 
nearly approximate those of the East. Large. poorly designed 
hospitals nevertheless manage to operate good treatment. 
teaching. and research programs and at the same time find 
enough margin in professional time to share wealth in the 
form of know-how with their less organized sister-states. 

Particularly active. of course. is Dr. Daniel Blain. now 
director of Mental Hygiene for California. but formerly 


director of WICHE, who declares that his state has much 
to learn from the other members of the group. The state has 
a small core of splendid personnel, a creditable admission 
and release rate. and an extremely strong research program, 
declares Dr. Blain. “At the same time.” he adds, “I choose 
to consider it a most favorable situation, that we have at 
this time only 233 beds in mental hospitals per 100,000 popu- 
lation. This is encouraging because any further resources 
which the state may find available for our program can be 
diverted to further community resources, -rather than being 
restricted to hospitals alone.” Another testimonial from 
the West to the value of community resources! 

Dr. William R. Conte of Washington also speaks highly 
of community psychiatric services. The State Health Depart- 
ment is responsible for 16 community mental health pro- 
grams supported by a combination of local voluntary funds, 
taxes. and state and federal grant-in-aid funds. The De- 
partment of Institutions is operating 19 child guidance clinics 
throughout the state. At the university level. there are 
active research and training programs. which cannot but 
serve to continue the improvement already apparent in the 
treatment programs in the state hospital system. as well as 
in the developing community facilities. 

Oregon. for which Dr. D. K. Brooks is the spokesman, 
is especially proud of the medica! school at Salem. whose 
residents rotate through the state hospital for a six-month 
period. There is another state hospital at Pendleton. A third 
state hospital is now under construction at Portland. This 
will include all ancillary therapy facilities to enable it to 
establish a complete, active-treatment unit. The need is ex- 
pressed for more private-practice psychiatrists. which local 
people believe would serve to increase the effectiveness of 
the state hospital programs by providing consultative serv- 
ices, as well as by helping to avoid the need for hospitaliza- 
tion—an interesting idea which would hardly have been 
expressed a decade ago. 


Golden Opportunity for 49th State 


The virgin state of Alaska, now the only one in the Union 
with no state hospital, has been depending upon the Morn- 
ingside Hospital in Portland to care for its long-term 
patients. Major James S. Cheatham. (MC) of the USAF. 
states that while Alaska has approximately only one half 
the incidence of mental disease as the nation at large. it has 
what he terms a “high incidence o social maladjustment.” 
considered in terms of alcoholism. suicide and homicide. 
divorce and illegitimacy. in both white and native. but 
especially in the native population. There are no civilian 
psychiatric hospital facilities whatever. Flying clinics do 
their best. and the Air Force Hospitals at Ladd AFB. near 
Fairbanks. and at Elmendorf. near Anchorage, have been 
dealing with persons eligible for federal medical care. Con- 
struction of a mental hospital (see MENTAL HospirAts, 
Sept.. p. 39) scheduled to begin in Anchorage in the spring, 
will partially solve the grosser problems faced by the state. 

Alaska will be closely watched during the next decade. 
Here at least is an opportunity for the “fresh start.” Here 
may be the one chance to establish a state-wide “pilot pro- 
gram” based upon the best of our modern knowledge. A 
Bunyan-sized laboratory indeed, in which to test our emerg- 
ing theories of social and community psychiatry, therapeutic 
milieu. and rehabilitation! 
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The Therapeutic Community— 


A Further Formulation 


By J. M. STUBBLEBINE, M.D. 

Chief, Day-Night Hospital Unit 

The Langley Porter Neuropsychiatric Institute 

Clinical Instructor, Department of Psychiatry 

University of California School of Medicine, San Francisco 


HEN Drs. Maxwell Jones and Harry Wilmer. to name 

both a British and an American authority, agree 
that no two therapeutic communities are exactly alike, and 
yet praise social psychiatry techniques, one wonders what es- 
sential ingredients make the therapeutic community so useful. 
What common qualities and basic principles make these 
communities effective throughout the world? The enthusi- 
asm of the leader may carry the group, but this is not ex- 
planation enough. Certain qualities inherent in the methods 
and processes need to be examined and defined. 


Experience as Research 


I shall therefore formulate from my own experience some 
general principles which transcend geographic or cultural 
boundaries—principles which derive validity from their uni- 
versal and human qualities. Rather than separating humane 
and therapeutic qualities. | submit that these qualities are 
identical. and that social psychiatry is effective because of 
them. 

The concepts formulated here are based on experiences of 
the past seven years with widely different kinds of patients: 
defective delinquents, mentally ill adolescents, and emo- 
tionally disturbed adults: in such different settings as state 
hospitals and a university teaching hospital oriented largely 
towards residency training. The teaching work has involved 
emotionally ill adolescents and adults of both sexes in daily 
meetings of about 25 patients and staff. From the verbatim 
minutes of each meeting, the clinical experiences have been 
carefully studied in order to find the essential principles. 
This is research in the sense of weighing and evaluating an 
experience to find a better way of coping with mental illness. 

The philosophical and atmospherical qualities of a group 
program, though elusive of definition, are what govern the 
content and form of that program. The group functions 
even as individuals do, not by its professed belief and faith, 
but by unwritten, unspoken principles of which the members 
are largely unaware. These affect the frame of mind, feeling 
tone, or conceptual framework of the staff members, who in 
turn influence the spirit or quality of the milieu, or environ- 
mental atmosphere. Many of us have seen an experienced 
hospital administrator or supervising nurse who, merely by 
walking through a ward, knows the prevailing mood of pa- 
tients and staff alike, or knows how the ward feels by “smell- 
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ing the air.” Some of these basic faiths by which we live and 
influence others within a therapeutic community can be used 
consciously to the betterment of individuals and the group. 


Universality of Therapeutic Potential 


Perhaps the most basic principle of the psychosocial group 
endeavor is that human beings are able psychologically to 
help one another regardless of their education, specialized 
knowledge. or administrative positions. Psychotherapeutic 
help for a patient can come from any source, not necessarily 
from doctors or professional staff or even nonprofessional 
staff—indeed it often comes from another patient. One’s ac- 
ceptance of psychological help depends on the personal qual- 
ities of the person who is allowed to be in the role of helper. 
Psychotherapy is something which is chosen and received by 
the patient as much as it is something that is given by the 
therapist. As Frieda Fromm-Reichmann has said, the thera- 
pist has a responsibility to see that he possesses the personal 
qualities which will make therapy acceptable and usable by 
the patient. 

That patients do use nonprofessional help seems corrob- 
orated by the accepted knowledge that many patients re- 
cover in mental hospitals with minimal or no contact with 
professional staff. If human contact helps mental patients 
recover, it may be that this movement back toward health 
has been aided by contact with persons not on the staff, but 
in the patient group. The psychosocial or therapeutic com- 
munity recognizes this as true and tries to turn it to thera- 
peutic advantage. In such communities the patients are en- 
couraged to regard themselves as being potentially helpful 
to some of their fellow patients in the same way that staff 
may be of help to other staff members, or even patients to 
staff. No patient is to feel obliged to be helpful, but only to 
realize that others may find him helpful whether he wishes 
to be so or not. 

The patients are also encouraged to evaluate for them- 
selves the healthful potential which they may derive in their 
relationships with other persons in the group. Because the 
staff members may find their statements or contributions 
coming under group scrutiny. they feel uneasy at times, even 
professionally and personally threatened. The professional 
worker, rather than dispensing psychological erudition which 
is intended to be therapeutic, helps the patients consider and 
evaluate the many points under discussion. 

A corollary of this principle is that community group 
work and individual psychotherapy are complementary, not 
antagonistic. Reality tells us that a patient may have kinds 
and sets of feelings in a group, different from those in an 
individual relationship with his therapist. If the therapist 
can note these differences. he has a broader knowledge and 
understanding of his patient and is thereby in a position to 
help more effectively. The therapist in the living situation 
with the patient should be better able to evaluate any dis- 
tortion the patient may present in reporting the same events 
later. The therapist can also judge transference feelings by 
observing whom the patient chooses as a source of help 
within the group. It has been my policy to have the indi- 
vidual therapists (residents) and myself attend all the daily 
patient-staff meetings: certainly this firsthand knowledge of 
group processes has facilitated my helpfulness to the resi- 
dents. 

An example of the interplay between group and individ- 
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ual psychotherapy may clarify the complementation. One 
morning discussion dealt with some staff members’ differ- 
ences of opinions and with the_r stron, feelings. Several pa- 
tients expressed discomfort in learning of the staff's prob- 
lems, though others found it reassuring to know their doctors 
were also human. One patient with these discomforting and 
mixed feelings, a young woman with five children, was in 
her first stay at the hospital because of her third and most 
severe postpartum depression. In her next individual inter- 
view she discussed briefly her mixed feelings and then went 
on to reveal two highiy-charged events in her earlier life. 
In both of these she had felt extremely bad, guilty, and 
mentally ill, but up until the time of the interview she had 
told no one. Such an abreaction could be brought out by 
many factors, but in this case the patient gave credit to the 
preceding group discussion. 


Spirit of Inclusiveness vs. Exclusiveness 


The group's cohesiveness depends to a considerable ex- 
tent on the almost spiritual quality of inclusiveness. Per- 
haps, as was pointed out in a recent patient-staff meeting. 
Edwin Markham said it most simply in his poem “Out- 
witted™ : 

He drew a circle that shut me out. 
Rebel, heretic, a thing to flout— 
But love and I had the wit to win: 
We drew a circle that took him in. 


While this verse clearly values the qualities of nonde- 
fensiveness and nonretaliation, it just as clearly implies the 
conscious effort and work needed to make anyone feel a part 
of the group. Staff members can best do this by remember- 
ing to ask for opinions and reactions of those group mem- 
bers who are silent, in the background, or seemingly with- 
drawn. The person thus trying to draw someone into the 
group should display certain personal qualities. The first is 
the capacity of “listening a blue streak.” trying consciously 
to comprehend the words with their personal, unique mean- 
ing to the speaker. The second is the ability to respond un- 
critically or, better yet, to respond in harmony with the emo- 
tional quality behind the remarks. 

One such method is what | call the U-shaped response: 
a recognition of both the content and emotional quality con- 
veyed, coupled with another statement or open-type question 
asking for further explanation. For example: a young female 
patient in a community meeting had abruptly asked a male 
patient to stop staring at her. When the group had finished 
its topic, it came back to this interruption and several pa- 
tients made remarks derogating the male patient. At a lull 
in the conversation a doctor said to the young lady (the U- 
shaped response), “Miss P., it is certainly understandable 
that you might feel nervous being looked at, but could you 
explain more what you mean by the word stare?” She 
said that the male patient was “sizing her up.” when she 
already felt nervous and apprehensive about a job interview. 

Another personal quality staff should display in the com- 
munity meetings is some capacity to give emotionally or to 
share opinions and feelings, i.e., willingness to reciprocate to 
the extent needed to convey understanding of what is being 
communicated. The person with such shallowness of emo- 
tions that he must save them all for himself cannot encourage 
and draw another person into a significant emotional rela- 


tionship. It is insufficient just to help someone express his 
opinions and feelings and then not respond with some of 
one’s own thoughts or emotions, for the other person will 
often feel vulnerable and threatened. We can most effectively 
make someone a feeling, thinking part of the group by some 
exchange or sharing of ourselves. [f we expect to draw other 
people out, we must also demonstrate some ability to go out 
to them. 

A corollary to the principle of inclusiveness is acceptance 
of each individual as unique and with understandable moti- 
vation. To accept another person is not to be completely 
passive and to lack emotional fibre or responsiveness. Rather, 
it is a knowledge of those qualities which define him or set 
him off from others, a willingness to examine mutual dif- 
ferences with some compassion and humility. It is freedom 
from using a judgmental, right-wrong frame of reference 
with regard to another person. Acceptance should, if pos- 
sible, convey the idea that judgment of another person de- 
pends on whether his behavior and expressions have inter- 
nal integrity, i.e., do they correctly reflect his intent and is 
their purpose really what he wants for himself and those 
about him? 

The principle of inclusiveness has a second corollary: 
there must be no secrets, no whispered conversations he- 
tween two or three group members without someone show- 
ing interest by asking to be included in the conversation. 
Conversely, any statement in the group must be made loudly 
and clearly enough for all to hear since a person who talks 
in a very small voice is too easily misjudged as being afraid 
or hostile. Until the group can take over the function of 
including everyone in every discussion, the leader must as- 
sume it. 


Reality or Ego Orientation 


The ultimate goal of any form of psychotherapy or social 
readjustment is that the patient become more productive 
and able to form reasonably satisfying emotional bonds with 
others. This helpful and forward-looking aim must be so 
much in evidence that each member know always that in 
the group he can give or get help to this end. To analyze 
hehavior, thoughts, feelings, etc., is not the sole purpose of 
the group; these devices are only in the service of the ulti- 
mate aim. The group and its members are able to tolerate 
analytic probing only if they can have the support of seeing 
an attainable goal. The patients are interested primarily in 
functioning satisfactorily, and only very little in the esoteric, 
philosophical theories of interpersonal relations. Such for- 
mulations are properly the study of the staff, who then sat- 
isfy some personal needs and intellectual curiosity. In this 
way staff members can constructively use surplus energies 
left over from their handling of life’s situations—the same 
situations that require all of their patients’ energies. As Bion 
has pointed out. if a group is to stay together and function, 
the reality or work function must be clearly in evidence, even 
though accompanied by one of several kinds of emotional 
goals or qualities. 

Commonality of purpose is what binds any group together 
and is, of course, essential for a therapeutic community. The 
common endeavor may be any of several things. but it must 
be something in which each patient has some physical as 
well as emotional investment. Therefore, the project has to 
be something that affects and involves each patient usually in 
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an area often thought of as “rights.” Examples could include: 


Shall the door be open and unlocked? Why must all 
the patients go to occupational therapy from 9:30 to 
11:00 a.m.? Why must all patients let ward nursing 
personnel know their whereabouts at all times? 


The common goal or project must be a real and material 
issue involving time and energy as opposed to abstract dis- 
cussions of events, about dependency satisfaction, acting out 
of hostility, and the like. 


Clarity of Authority and Responsibility 


Another principle is that authority relationships must be 
openly recognized and accepted. The therapeutic community 
is essentially an expression of faith and confidence in the 
ability of persons to examine their immediate social situa- 
tion. with all of its authority complexes. In order for the 
group to openly discuss authority problems and to profit 
from such discussion, it is fundamental for the professional 
group leader to be comfortable with his exercise of author- 
ity. He must have the greatest possible freedom from feeling 
threatened when his statements or contributions are studied. 
criticized, or altered. He must be so secure that he can be 
relatively nondefensive — acting as a model of objectivity. 
This does not imply that he must always be right, but only 
that he be willing to examine and change his own thinking 
and feeling in the light of new views or facts that are brought 
to his attention. He should be confident and sure of himself, 
though not rigid and inflexible: he should be pliable and 
resilient, though not passive and willy-nilly. The leader. 
equipped with this kind of dispassionate objectivity. is able 
to help others examine any contributions to the group even 
as he does his own. This means that anyone's responsibilities 
for himself and for others can be discussed without fear. so 


WORDS OF WISDOM 


“It is interesting to compare our efforts to check misbe- 
havior in a community with similar efforts in an institution,” 
says Dr. R. S. Rood. superintendent and medical director of 
Atascadero (Cal.) State Hospital. in a recent issue of the 
institution's Newsletter. “In the outside community, we do 
not place general restrictions on lawful activities to prevent 
their abuse by the few. For example. we do not outlaw the 
automobile to prevent accidents: we do not eliminate private 
property to do away with stealing: we do not ban social 
intercourse to insure against illicit sexual behavior. We 
failed when we tried to prohibit all use of alcohol to prevent 
overindulgence by a few. 

“To control institutional behavior, however, we are 
tempted to restrict the group to forestall the individual. The 
sexes are often not allowed to associate; the inmates are 
sometimes not permitted to carry cash; to prevent alterca- 
tions, the patients in one eastern state hospital | visited were 
not allowed to speak to each other. That this approach is 
sometimes necessary is unfortunate, because it is contrather- 
apeutic and demoralizing. 

“The healthy social ideal. community and institution, is 
good behavior in a setting of liberty. I believe our experi- 
ence has shown that in institutions. a liberal attitude toward 
the group means less individual misbehavior.” 
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that all may know their function and what is expected of 
them. 

The leader, however much he may try not to be the leader 
of the group, must honestly accept the fact that he is. The 
question for the group is, therefore, how and to what goals 
is leadership exercised? In the common misconception. a 
leaderless state of anarchy follows from a democratic. per- 
missive orientation. In my experience no group exists for 
long if it is leaderless: rather. the successful groups are the 
ones which meet and deal with this problem and in the 
process find out what the reality lines of authority and self- 
responsibility are. It is intensely comforting to a patient as 
well as to staff members to have these things clearly outlined 
and openly accepted by all, so that they may know how to 
regulate their own activities and may freely participate in 
the ongoing work functions of the group. 

To the extent that he has the abilities to accept non- 
defensively. to study rationally any material presented in the 
group. and to look for the value in what any member may 
contribute. the leader epitomizes respect for the inherent 
worth of each individual. Because of his devotion to objec- 
tivity and because of his ability to study, free of encum- 
bering emotions, the reality aspects of issues. he is also 
better demonstrating to the group a way of solving problems 
of living than by actions driven by uncontrolled or unknown 
emotions. The group setting then provides an opportunity 
for all members to demonstrate and improve their abilities 
to deal with current reality life situations. to become better 
aware of their inappropriate emotions, and to look for their 
origin. This quality of mutually respectful helpfulness prob- 
ably makes for the forum-like structure of most of the 
therapeutic communities, and also for the general orienta- 
tion or atmosphere which exists in such a group. 


Principles of Effectiveness 


The therapeutic community, while using some special tech- 
niques and devices, is effective because it uses some of the 
basic principles which make any psychotherapeutic endeavor 
successful. The leader of a community should have the quali- 
ties of a skilled psychotherapist plus the technical skills ac- 
quired in group work. These needed qualities include (1) 
sufficient freedom from omnipotent needs to allow patients 
or staff to receive help from others than himself: (2) emo- 
tional resources developed to the point of being able to ac- 
cept other persons as distinct separate entities: (3) personal 
security of identity enough to be able to give of himself: and 
(4) an ability to subordinate processes to goals. Less eso- 
terically. this means that the therapeutic community is a 
forum in which to learn to deal with others and with one’s 
own life in a more selfless, objective, and goal-directed man- 
ner than has been possible. The community's effectiveness 
is directly proportional to the extent it utilizes these funda- 
mental human qualities by which all men are moved to a 
better way of living and interacting with their fellows. 

The successful therapeutic community uses some of the 
same basic human qualities and principles as does any suc- 
cessful psychotherapy: and a therapist in any kind of thera- 
peutic work must possess them. Whether he acquires these 
attributes by searching within himself. by looking at man- 
kind about him, or by some combination of these methods, 
his therapeutic effectiveness will be increased by the humil- 
ity derived from the search. 
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A NEW CONCEPT IN HOSPITAL SOCIAL WORK SERVICE? 


THE SOCIAL SERVICE CLINIC 


By JOHN T. KLOTTER, M.S.W. 


Psychiatric Social W orker 


and GEORGE W. MAGNER 
Director, Psychiatric Social Work 
Lima State Hospital, Ohio 


The problem of providing adequate social services to 
the population of a large state hospital is neither a unique 
nor an isolated one. For partial solution of the problem, 
however, we have developed a method which is somewhat 
unusual in its application to social work hospital services. 

This is a 1500-bed maximum security institution for the 
care and treatment of the so-called criminally insane. A 
large part of total staff time and effort is expended on 
diagnostic work for the criminal courts throughout the state. 
Remaining time must be cautiously portioned out to the 1400 
or so indefinitely committed patients who fill all but the 
observation ward. In this setting, the small social work staff 
found itself completely unable to cope with both the observa- 
tion work and the requests for service from other units. 

The appearance of a staff member on a ward resulted in 
a barrage of self-referrals, many of which were completely 
irrelevant or outside social work jurisdiction. Vocational 
assignments or activity schedules made access to some pa- 
tients very difficult. Interview space on the wards or in 
work areas was minimal and frequently inadequate. and re- 
ferrals trickled through a chain of command which often 
resulted in misplacement or neglect of valid requests. There- 
fore, the service and time which could be expended were of- 
ten wasted or. at best. ineffectually dispersed and utilized. 

From analysis of the total situation, there emerged the 
major need for more effective use of limited staff time to 
reach current social problems with appropriate professional 
help and with a minimum of delay and obstruction. Realiza- 
tion that many cases required only short-term service. and 
that other disciplines had found the clinic approach effec- 
tive in such cases, led to the concept of a multipurpose 
social service clinic. Such an approach demands that social 
work remain problem-focused, that it be able to draw imme- 
diately on its fund of resources and skills, and that it 
possess the “authority of knowledge” necessary to elicit 
relevant referrals from patients and personnel. It also 
recognizes the continuing need for intensive casework serv- 
ices, and presents an opportunity for service to many patients 
who had earlier been deprived of contact with this discipline. 


Setting and Procedure 


At the time of its inception, the social service clinic was 
held on Monday and Wednesday mornings to coincide with 


“sick call” in the male hospital. However, the tendency of 
patients to disrupt scheduled interviews led to a shift of 
the clinic services to Tuesday and Thursday. Commencing at 
9 a.m. on the days designated, ene member of the social 
service staff now holds a clinic in the conference room ad- 
joining the male hospital. Patients scheduled for the clinic 
are called for interview some time between 9 and 11:30 a.m. 
When two or more clinic patients come from the same ward, 
they may be scheduled for the same hour and interviewed in 
sequence. thus sparing the attendant the trouble of having 
to make more than one trip to and from the ward. Five 
patients are considered a desirable maximum for each clinic 
period. This enables the social worker to spend at least 
30 minutes per patient. if necessary. In cases where the 
interviewer is not pressed for time and the case load is light, 
a longer period may be taken with the patient. 


Sources and Methods of Referral 


Operating on past policy, the social service department 
accepts referrals made either by phone or direct contact 
with the ward physician or attendant. Many requests are 
received through notes written by the patients themselves 
and addressed to the department or to one of the staff 
members. In addition, the department schedules patient inter- 
views regarding matters brought to its attention by sources 
outside the institution. These may include relatives. courts. 
attorneys, or any of a multitude of private and public 
agencies concerned in some manner with a patient or his 
family. 

Although the overload of requests necessitates some 
screening before a given referral or request is accepted, 
department policy requires scheduling at the earliest possible 
date all cases appearing to warrant services. In cases where 
contacts have been made in the past and all resources have 
been exhausted. interview requests may be denied. 

(It should be emphasized that patients are not routinely 
rejected because they manifest psychotic disorder. A para- 
noid patient, for example, sometimes benefits by the oppor- 
tunity for ventilation in a permissive and nonpunitive 
atmosphere, despite his inability to resolve delusional think- 
ing, or ours to meet his unrealistic demands for discharge 
from the institution.) 

Interviews always remain confidential and unless the 
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patient is notoriously violent or assaultive, the attendant 
remains at a discreet distance outside the interview room. 
To date. it has been a policy to utilize the clinic technique 
in interviewing all ambulatory patients, including those on 
maximum security wards. 


Scope of the Service 


In any setting where social service is provided for clients. 
a multitude of issues arise which are within the scope of the 
social worker. Lima State Hospital is no exception, and 
differs only in the high incidence of cases involving legal 
considerations. 


1. LEGAL PROBLEMS UNIQUE TO THE SETTING: 
(Questions may be posed regarding discharge from the hos- 
pital, transfers to other institutions, indictments pending. 
plans to return to court for trial, or need for legal counsel. 
While it is not the social service department's policy to 
become ensnared in legal issues instigated by patients. 
attempts are made to offer clarification of legal rights and. 
where warranted, to endeavor to assist a patient in a proper 
remedy for his legal problem. 


2. CASEWORK COUNSEL AND ASSISTANCE: Not an 
uncommon complaint of patients is the failure of friends and 
relatives to visit or correspond with them. Unfortunately. 
this is frequently caused by indifference, forgetfulness, or 
even overt hostility toward the patient. Such lack of corre- 
spondence or visits is a demoralizing factor contributing to 
anxiety and depression, and frequently lays the ground work 
for a delusional system. Patients often become hostile and 
suspicious, with a growing belief that hospital officials are 
thwarting efforts of the family to communicate with them. 
The hospital can usually overcome the inertia of family 
members and other acquaintances by contacting them and 
acquainting them with the true situation. 

Many issues arise regarding matters outside the institu- 
tion, which bear on the welfare of the patient or his family. 
but which he cannot take care of himself due to the very 
fact of his confinement, and not necessarily on account of 
his mental handicaps. He may, for instance, seek assistance 
in establishing eligibility for a disability or retirement pen- 
sion. Problems must be met regarding estates. insurance. 
personal properties, and legal issues not directly related to 
the patient’s commitment. These are but a few examples of 
problems which can be solved more easily with the aid of a 
skilled staff member. 

Consistent with the practice in other hospitals, patient 
discharge and placement planning is a major responsibility 
of the social service department. The clinic frequently 
serves as a setting for patient discussions in matters per- 
taining to their release from the hospital. 


3. INTRAHOSPITAL REFERRALS: During clinic ses- 
sions many problems come to the attention of the social 
worker which are within the jurisdiction of other depart- 
ments. For example, a patient may complain that he needs 
new reading glasses or that he needs his dentures repaired. 
These issues can then be referred to the nursing department 
for appropriate action. 

In the clinic setting, with its confidential atmosphere and 
non-threatening counselor, patients often feel motivated to 
share problems in ward adjustment or difficulties of institu- 
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tional work assignments. In some cases, a little counseling 
will alleviate or resolve the difficulty, while in other instances 
the social worker may be able to communicate with the 
ward physician, ward attendant, or work supervisor, who 
can in turn assist the patient in seeking a solution to his 
problem. 


4. EXTRAHOSPITAL REFERRALS: Referrals to pro- 
fessional persons. public and private agencies. and other 
institutions are made through the social service department 
in order to meet requests of patients who seek assistance 
in the clinic. Inquiry may be made to outside agencies 
for counseling services or guidance to family members. 
Occasionally, welfare agencies or law enforcement authori- 
ties are enlisted to locate missing relatives or to learn of 
family situations which cannot be determined by direct 
communication. 


Criticisms, Problems, and Attempts at Solution 


Any new program within a highly structured setting is 
likely to create problems. The following illustrate some of 
the major ones posed by the clinic operation. 

Fear of Professional Infringement: This concern mani- 
fested itself after administrative approval was obtained for 
clinic operation. A few staff members viewed the acceptance 
of referrals from responsible personnel or from patients as 
an encroachment upon medical functions. They saw a 
potential interference with therapeutic relationships and a 
threat to medical supervision. In finally approving the clinic 
as conceived by social service, the superintendent pointed 
out that: (1) formal psychotherapy is rarely carried out: 
(2) ward and work personnel are most often familiar with 
a patient’s personal and social problems: and (3) staff social 
workers are capable of distinguishing function and making - 
indicated referrals. 

Since the department began operation, it has maintained 
a determined policy concerning dictation. Following each 
session, brief notes are dictated, stating the problem. case- 
work impressions, and proposed action. These are then 
typed on the regular progress sheet and placed in the 
appropriate physician’s mailbox. This plan insures adequate 
communication and awareness, and it has met with enthusi- 
astic medical and administrative support. 

Failure to Reach the “Hard to Reach”: Review of our 
practices concerning this universal problem indicated that a 
large part of the clinic clientele is composed of patients on 
privileged wards, whose mental condition has improved: or 
aggressive, demanding. manipulative patients who seek any 
available contacts. Most such referrals are appropriate. 
However, there remains only a trickle from the maximum 
security sections. Obviously, any increased amount of dis- 
integration or deterioration will impair the ego function of 
perceiving reality and reality problems. Nevertheless. such 
problems do exist on the maximum security wards, and 
therefore further interpretation, both individual and group. 
is being aimed at medical, ward, and security personnel in 
order to encourage their initiative in referrals. 

Impersonal Nature of the Service: To some, the clinic 
routine presents a sterile picture and it is certainly true that 
a treatment relationship is not developed. However, sterility 
is not related to quantity, and experience clearly illustrates 
the meaningfulness of the focused interview. Patients seen 
months before will stop a caseworker to tell of re-established 
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family ties, a different job assignment, or a disentangled 
legal problem. For these reasons, the label of “imperson- 
ality” is rejected. 


Merits of the Clinic 


Maximum Utilization of Staff: Like many, this depart- 
ment is grossly understaffed and cannot operate on the ideal 
casework principle. In addition, diagnostic functions com- 
pete strongly with casework services. Experience has shown 
that the clinic allows professional staff to concentrate on 
pressing social problems and, by alerting other personnel 
to the clinic function, brings forth far more appropriate 
referrals. These include a variety of problem cases which are 
referred by medical. nursing, and custodial personnel. 

Use as a Screening Device: As noted earlier, the case- 
worker is often in a position to refer cases to more appropri- 
ate medical, nursing, or security departments. In addition, 
cases requiring more intensive casework are frequently 
encountered and the necessary measures can be taken to 
insure this. In other instances, sympathetic counsel and the 
opportunity to ventilate negate the need for referral else- 
where. 

Custodial Problems: In a setting such as this, it is quite 
possible for the individual patient to respond aggressively 


The Note-Taker 


OMEBODY OUGHT TO WRITE a doctoral thesis on 

S note-taking in a mental hospital. When Dr. Whatsis- 
name was young, he used to go to the ward with a stenog- 
rapher in tow. In curves and hooks she would delineate 
every precious word of the “mental examination.” Today, 
stenographers are in such short supply that you can’t carry 
them through the wards like spare tires. In some places you 
can talk into a machine as you question the patient. But 
this distracts everybody. That leaves only two practical 
choices. Either you take notes—or you just listen, grunt, 
and remember. 

An efficiency engineer would list, at once, all the advant- 
ages of note-taking. But the sensitive psychiatrist would 
see some liabilities in the practice. It reinforces paranoid 
symptoms, since it suggests that “anything you say will be 
written down and used in evidence against you.” It suggests 
too, that the records are accessible to anyone on the prowl 
and thus destroys the confidentiality of the conversation. 
Furthermore, you can’t write down everything; and once 
your pen stops moving, the patient thinks you are no longer 
interested. Besides, note-taking is a full-time job in itself: 
most of us can’t digest what we hear if we have to be our 
own clerks. And sometimes note-taking drains the personal 
element out of the contact, converting it from a lively inter- 
reaction to a mechanical interview. 

So the doctor had better train himself to remember. 
Memory can be trained. A psychiatric apprentice who can’t 
get the full flavor of a contact is not going to be a very good 
psychiatrist. To be sure, some details will be lost if the 
doctor dictates or writes up the examination a half-hour 
later. And in cases involving court appearances, verbatim 
fragments of conversation may be legally necessary. But 


or to become the victim of others who are so inclined. When 
the permissive clinic atmosphere allows information to come 
forth, the necessary ward and work supervisors can be 
alerted before such adjustment problems are precipitated 
into acts of violence involving patients or personnel. Closely 
allied, although not clearly custodial problems, are issues 
related to ward and job assignments. If the clinic patient 
appears to be a good prospect for lesser security, different 
housing, or a specific occupational therapy assignment. the 
caseworker can refer him immediately to the ward physician 
or supervisor of the department involved. 


Service Reaches Entire Hospital 


In sum, the clinic has a cumulative effect of more efficient 
staff use and multiple advantages to the individual patient 
and the total hospital program. Problems remain, and 
doubtless there may be some professional eyebrows raised 
at this type of service. However, it must be stressed that 
the clinic is neither a substitute nor an inferior service in 
cases where intensive casework treatment is indicated. It is 
a method, developed on the sound structure of realistic 
appraisal of the multiple social problems presented, through 
which professional knowledge and skills can be used effec- 
tively in a setting which is chronically understaffed. 


By DR. WHATSISNAME 


under ordinary conditions, a doctor who listens actively will 
come away with a picture of the interview that will be more 
meaningful than a flat recording of verbal snatches. An 
interview is like an operatic aria. It means more to get the 
music than the words. 
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QO. T. Adapted to Rehabilitation 


FF“ SOME TIME several members of the occupational 
therapy department at this hospital had been aware 
of the growing necessity for a program of treatment to help 
prepare patients for their return to community living. Many 
ideas had been discussed on an informal basis, but because 
of lack of organization, insufficient money, and numerous 
other obstacles, nothing more than a dream for the future 
had developed. Fortunately, the need was also apparent to 
others in various disciplines of the hospital and in February. 
1957, under the direction of the chief of the psychology 
department. the rehabilitation unit was inaugurated. 

Partially supported by a grant from the National Institute 
of Mental Health, this project is carried on in a previously- 
existing group of cottage-type buildings which house the 
male patients, and one large building (formerly a residence 
for attendants) in which the female patients live. The 
rehabilitation patients are chronic and long-term, have in 
most cases lost their overt psychotic symptoms. and have 
no disabling physical illness. 

The occupational therapy department initially assigned 
one full-time activity instructor to the project. As the pro- 
gram grew and the needs increased, another instructor was 
assigned on a part-time basis. The duties of these two people 
are varied, but primarily they are responsible for conducting 
group sessions in educational therapy, home economics. and 
community experience; coordinating. planning. and accom- 
panying groups of patients on community trips: assisting 
patients in preparation for monthly socials: and functioning 
as members of a team concerned with the problems arising 
out of the process of preparing the patient for his return to 
the community. 


Structure of the Program 


The rehabilitation classes are conducted on a group basis. 
with an average enrollment of fourteen patients per group. 
(It is interesting to note that the patients themselves adopted 
the terms “classes” for group sessions, and “teachers.” for 
group leaders. Although this is something of a misnomer. 
the staff members now find themselves using these terms too. 
and I do so in this report for purposes of clarity.) Since 
the same patients are together in most classes, it is hoped 
that an intimate relationship will be formed among group 
members. In most cases the topic or project is introduced 
by the staff member. who acts as group leader and encour- 
ages members of the group to initiate problems or discussion 
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By IDA WATSON GEORGE, Activity /nstructor 
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material on their own. The patients are free to interrupt at 
any point. take the reins, change the topic. or set the pace 
as their interests dictate. Classes are aimed toward the 
three goals of the project: remotivation, resocialization. and 
return to the community. 


Breakdown of Classes 


The educational therapy classes are discussion sessions 
which deal primarily with job opportunities. They cover 
such topics as writing a business letter. using the want-ad 
section of a newspaper. applying for a job through an em- 
ployment agency, social security benefits. employment ad- 
vantages and disadvantages, filling out an employment 
application, job compensation, state laws protecting em- 
ployees. conduct during an interview and on the job. When- 
ever feasible, visual aids or role-playing are employed to 
make the situation as real as possible and thus help the 
patient to work through his initial anxieties in the hope of 
making the actual situation less threatening when it occurs. 

The home economics classes are participation classes for 
female patients. Here the women are instructed in basic 
sewing and cooking. Practical application of these skills is 
realized as they make articles of clothing. alter garments. 
make curtains for their rooms, and cook simple meals. These 
groups often contribute to the over-all success of a monthly 
social by preparing sandwiches, cookies. or other foods 
planned by the patients’ social committee. 

Discussion of proper, healthful diet planning and budget- 
ing plays an important part in the home economics sessions. 
Subject matter of this kind is often duplicated by an overlap 
in various classes throughout the rehabilitation program. 
However, it is hoped that such re-emphasis will help stress 
the importance of the material to the patient. and that he 
will use it as the need arises in the community. 

Community experience classes are participation sessions 
in which the patients become involved by actually doing. 
Home decoration, furniture refinishing. basic mending and 
sewing, meal planning and marketing within a limited 
budget, basic cooking. and discussion and preparation of 
new food products are typical examples of the projects under- 
taken. Patients work with discarded pieces of furniture. 
restoring and decorating them as a medium for learning how 
to make rooms or small apartments attractive on a low 
income. Cooking classes are very popular with the male 
members of the groups. Since many of today’s foods are 
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packaged by methods unfamiliar to patients who have been 
hospitalized for a long period of time, this class also serves 
to introduce frozen, instant, arld powdered products. 


Comparison with Other O.T. 


In comparing occupational therapy in the rehabilitation 
unit to occupational therapy in other areas of the hospital, 
it is apparent that treatment in other areas starts on a more 
individual basis and works toward group interaction, while 
in the rehabilitation unit the therapist works with the group 
from the beginning to achieve interaction and participation. 
Because of the more rapid turnover of patients in the 
rehabilitation unit, the number who receive service there 
within a given period is larger than the number who are 
treated during a similar period in other occupational therapy 
shops. However, there are fewer patients enrolled in each 
rehabilitation class. 

In most of the occupational therapy shops in this hospital. 
patients are segregated by sex; in the rehabilitation unit 
most groups are co-educational. It has been my experience 
that there seems to be greater interaction and participation 
in classes involving both sexes. In discussion as well as 
participation groups, the more advanced patient is encour- 
aged to assist the patient who is less advanced or less apt in 
skill. Whenever possible, team work or the “buddy system” 
is employed, providing an opportunity for the patients to 
support one another. We have found this a very successful 
technique. For many of these men and women it has pro- 
vided a new source of gratification—the pleasure of sharing. 
As the patients move into this phase of their experience and 
learn to give of their newly acquired knowledge and of 
themselves, a new status is born which promotes communica- 
tion and socialization. 

In comparing the occupational therapist’s role on the 
rehabilitation unit with her function in hospital areas where 
I have worked, | find the biggest difference to be in the 
flexibility of the rehabilitation unit. When experience shows 
us that there is need for some revision or change in empha- 
sis, modification of the program is given consideration. If 
a new area is found to be worthy of inclusion, the program 
is adjusted to provide for this need. (Recently this occurred 
when a number of male patients expressed a desire to learn 
how to cook.) For a wor'er who is flexible this may make 
job more interesting, but for one more rigid it could prove 
a stumbling block. Incidentally, the rehabilitation unit 
therapists do not wear uniforms. They dress in regular 
street clothes in the hope that this will help to break down 
the barrier of authority for the group. 

Time spent in preparation, planning, and record-keeping 
accounts for another difference in the practice of occupa- 
tional therapy “on” or “off” the rehabilitation service, where 
a great deal of time must be set aside for preparation of 
class material and lesson plans. Because of the research 
involved in the project. additional records must be kept: 
e.g., patients must be rated for group interaction immedi- 
ately following each class. Some statistics must be kept in 
duplicate, an original for the occupational therapy depart- 
ment and a copy for research. Progress notes, monthly re- 
ports, and paper work in general are of greater volume than 
in other areas. 

The rehabilitation program stresses the importance of 
having the patients use all the resources available in the 
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community as well as those within themselves. For instance 
during a group session a patient may be called upon to 
secure information on a topic under discussion, and the 
therapist may thus discover that few of the patients are 
familiar with using the library. As a result, a trip is planned 
and the class is taken on a tour of a modern public library. 
Excursions of this type also provide a great deal of material 
for future class discussions, and may lead to such topics as 
rare-book collections, newspaper rooms, interesting book 
jackets. methods of securing books, bookbinding. etc. Fur- 
ther, patients introduced to a library or art museum through 
class visits, often find these resources helpful after they re- 
turn to the community, especially during the first few months 
when adjustment is most difficult. 

Contact with the community is made in yet another way. 
Whenever possible the services of volunteers are utilized. 
They often drive and accompany patients on trips. Since 
volunteers are usually identified with life beyond the hospital 
walls, they can often assist the long-term chronic in bridging 
the gap between the institution to which he has hecome so 
accustomed and the threatening life of freedom which he is 
trying to re-enter. One very capable volunteer spends one 
day a week working with patients on the rehabilitation unit. 
She spent several months in orientation and now acts as 
group leader in two of the classes. Each week before her 
scheduled session in education therapy she meets with the 
therapist and discusses the lesson plans. the patients’ prog- 
ress, and any problems which may have arisen within her 
group. In this way the therapist becomes aware of behavior 
differences and reactions as reported by the volunteer. and 
is able to structure this part of the program so that the 
volunteer's group receives the same content at approximately 
the same time as the other groups. 


Closely Knit Staff 


In the rehabilitation unit the interpersonal relationship 
among staff members is a closer and stronger one than in 
many other parts of the institution. There is a weekly gen- 
eral staff meeting where changes in schedules, patient ad- 
mission and disposition, new plans for the program, and 
similar subjects are announced and discussed. This is fol- 
lowed by an inservice meeting where group leaders meet 
with members of the psychology department, who serve as 
program administrators. Such meetings have proved most 
helpful as they provide an opportunity for staff members to 
compare notes on patients’ behavior, reaction. and progress. 
In addition, this atmosphere of sharing mutual problems 
and opinions encourages staff members to cali upon one 
another informally and discuss any current developments. 
Often they reach a decision in this way and act immediately 
upon a situation. Such effective and immediate action would 
not be possible in a more formal atmosphere. This is in 
strong contrast to other buildings in the hospital where the 
team concept is not in practice and the therapist is not 
always positive that she and other members of the staff share 
a mutual objective. 

I am not sure that I consider the work on the rehabilita- 
tion unit as a changing role for occupational therapy. Rather 
it is a shifting of emphasis in a method of achieving a simi- 
lar goal. Here, as in many other areas of this project. 
modification of the traditional role of O.T. has occurred 
in order to secure a more beneficial program for the patients. 
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Current Practices and Possible Pitfalls 


By LESTER DRUBIN, M.D., Manager 
Veterans Administration Hospital 
Jefferson Barracks, Missouri 


— DOUBT, psychiatric care and treatment are mak- 
ing great strides and at last we are beginning to experi- 
ence a decrease in the number of mentally ill patients requir- 
ing long hospitalization. This is very encouraging in view of 
the many previous years of constant upsurge in numbers of 
long-term hospital patients. Numerous reasons are advanced 
to explain this improvement, and undoubtedly the various 
types of psychotherapy. the organic and drug therapies, better 
understanding, and more enlightened approaches to handling 
the mentally ill have all contributed to the reported improved 
statistics. The hospital therapeutic picture is a changing one 
and we hope it will continue in the right direction. New 
approaches in this field are developing much more quickly 
than ever before and we must pause cautiously for occasional 
inventory to avoid confusion or misdirection when moving 
at such rapid rate. 

Several of the trends and concepts in present-day hospital 
psychiatric practice contain possible pitfalls and require re- 
view and comment. 


Psychiatric Units in General Hospitals 


Treatment of mentally ill patients in psychiatric sections 
of general hospitals has been and is a step in the right direc- 
tion and constitutes a definite progressive movement. As 
described and recommended in many publications and pa- 
pers citing the advantages and benefits to patients, as well 
as better hospital service, experience has provided supportive 
evidence. Paul Haun,* however, does note the following. 
which implies a hint of caution, “General hospitals should 
not he expected to provide for all types of mental illness. but 
they should make available diagnostic and therapeutic serv- 
ices for those in which the term of illness is of short dura- 
tion and in which the prognosis is favorable.” 

His advice has not always been followed. In some in- 
stances patients who have chronic forms of mental illness. 
such as chronic schizophrenia, chronic psychiatric reactions 
due to organic brain disease, and so on, are kept in the psy- 
chiatric sections of general hospitals for lengths of time far 
in excess of “short periods.” Such patients can be provided 
only an incomplete therapeutic program in comparison to 
what they would obtain in a hospital setting specially struc- 
tured and designed for the care and treatment of the men- 
tally ill. We do not refer to the patient with the acute or 
temporarily psychotic or psychoneurotic reaction of short 
duration. who is improving rapidly. In the acute or tem- 
porary reaction the various rehabilitation services. thera- 
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peutic teams, and other psychiatric services play a brief, less 
extensive role. We are more specifically concerned with the 
patient who requires several or many months of hospital 
treatment. We deplore the plight of the long-term psychiatric 
patient in the general hospital. His illness cannot be im- 
proved by the feeling he is a “second-class citizen” in a gen- 
eral medical and surgical hospital. Because he is mentally 
ill. he is kept on a special ward, usually on a top floor with 
barred or heavily screened windows and locked doors. He 
has no chance to leave the ward to walk out in the open air, 
except perhaps in a well-protected section of a roof or bal- 
cony. The non-psychiatrically-oriented personnel, including 
administrative personnel, some of the doctors, nurses, nurs- 
ing assistants, clerks, housekeeping employees, elevator op- 
erators, and others. are often fearful and resentful of a 
“psycho ward” patient and will shun and avoid him. Gen- 
eral hospitals seldom have large or diversified activity pro- 
grams with facilities for bowling, swimming, basketball, 
baseball, music, library, or other activities. Consequently, 
mentally ill patients spend much time on the ward with in- 
adequate occupational and recreational programs or social 
outlets. 

The recently revived procedure of treating psychiatric pa- 
tients on the various wards of a general hospital is, of course. 
practical only with certain selected patients. It too is de- 
serving of further study and exploration, but with consid- 
erable caution. Units comprising 8-10 beds in a general 
hospital, as described by Tidd. Stroller, and Schwartz,* in a 
highly staffed, specially tailored ward-structure for carefully 
selected patients who are not in need of long-term institu- 
tional care, seem to show the greatest success and promise. 

There is no argument that the psychiatric patient is ill 
and should be treated and given the same consideration as a 
physically ill individual. But is there any need for prolonged 
treatment in a general hospital atmosphere, with its space 
limitations and emphasis on surgical, medical, obstetrical. 
orthopedic, and other services not psychiatric? Is the busy 
medical and surgical environment, with its hustle and bustle 
about emergency operations, transfusions, infusions, X-rays, 
oxygen tents, catheterizations, and so on, conducive to the 
recovery and well-being of the patient who does not require 
such treatment. but who would profit from psychotherapy. 
rehabilitation, and resocialization procedures with or with- 
out a few pills in a less stressful atmosphere? The longer 
the delay in transferring the non-acute psychiatric patient to 
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a hospital better adapted for his treatment, the more ad- 
versely will he react when the transfer is finally made, and 
the greater will be the loss of valuable time in instituting the 
required structured treatment. 

It has also been noted that training of residents in some 
instances has been confined to the neuropsychiatric wards of 
general hospitals and little or no experience provided in a 
specialized mental hospital, be it county, state, or federal. 
One cannot help but wonder whether such residents will gain 
sufficient first-hand experience with the many chronically 
mentally ill patients who constitute our greatest problem 
and challenge today. 


The “Open” Hospital 


The “open” hospital as described in England, other Eu- 
ropean countries, and this country has much to offer as an 
enlightened and progressive approach to the care and treat- 
ment of the mentally ill patient. It is delightful and encour- 
aging to see many patients. now liberated from closed or 
locked wards, enjoying the freedom of the grounds of the 
hospital. visiting the canteen and the chapel, and going, un- 
escorted, to various activities. For many patients this is 
good therapy but for some it is confusing, challenging, frus- 
trating. aimless, and non-therapeutic. 

Shall we assume we are helping if we permit patients 
who are unable to take care of their personal appearance. 
to walk around the grounds exposing themselves, with 
trousers hanging, shirts off. and looking generally un- 
tidy? One patient has been observed repeatedly falling 
to his knees, kissing the ground, and praying with wild 
gesticulations in clear view of the passing automobile 
traffic and pedestrians. Is this beneficial for the patient him- 
self or for the mentally ill in general? Is the public attitude 
and reaction to be a favorable one if that is what they see on 
the hospital grounds? Are we preserving the patient’s dig- 
nity or shielding him from ridicule? Some patients have to 
be kept on closed wards to maintain their dignity and pri- 
vacy, and to permit the institution of resocialization and re- 
habilitation training. Others constitute a threat to the wel- 
fare of other individuals in the surrounding community, and 
some are likely to harm themselves if not supervised. The 
completely “open” hospital is possible in this country only 
in those institutions which admit “specific types of patients.” 
who are not disturbed. untidy, suicidal. or assaultive. Help- 
ful psychotherapy, various types of treatment, resocializa- 
tion, rehabilitation, and good care are usually begun on 
closed wards, and all patients require careful study and eval. 
uation before being returned to a society which has only 
recently rejected them. Many of us would like to see closed 
wards abolished as unnecessary but are we or are our men- 
tally ill patients ready for it now? 


Modifications of Hospital Care 


Modifications of hospital care are progressive and impor- 
tant features. The night-hospital has been developed as a 
stepping stone to discharge or complete emancipation from 
the mental hospital. This type of hospitalization program. 
in which the patient leaves every morning, goes to work. 
returns to the hospital in the evening and spends the night. 
can indeed be a stepping stone to eventual discharge. Dur- 
ing the evening he may have psychotherapeutic sessions on 
an individual or a group basis. He may attend the various 


entertainments and other activities or mingle with some of 
the other patients on the wards. In many instances this is 
beneficial and turns out to be just what it was intended to be, 
a temporary status before final discharge or trial visit. How- 
ever, in many instances this may become the “end point” 
which is far from being a satisfactory solution. Such a 
program may well become a crutch which cannot be re- 
moved, and final independence through discharge may never 
be realized. 

The day-hospital permits the patient to live at home every 
night and return to the hospital during the day for the vari- 
ous therapeutic and rehabilitative facilities which are avail- 
able. In many cases it may also serve to postpone or pre- 
vent adniission to total inpatient hospital care. Good out- 
patient clinic treatment and assignment to a sheltered work- 
shop might, however, accomplish as much and function as a 
more realistic stepping stone than return to the hospital each 
day. However, the day-hospital concept is a valuable one, 
and its development and use are to be encouraged for those 
patients who derive the most benefit from such a temporary 
procedure. 

Again, we cannot help but ponder whether or not we 
might be developing a tendency to provide too many 
crutches or even stumbling blocks rather than stepping stones 
to final discharge from the hospital, by referring more pa- 
tients than necessary to the day-hospital, night-hospital. fos- 
ter home, cottage plan, half-way house, member-employ ment 
program, or patients’ discharge quarters. All these can be 
and are very useful but they can also be over-prolonged and 
imposed upon patients who, in many instances, could prob- 
ably be discharged directly without having to go through 
these extensions of hospital care. It would be extremely 
valuable to compare, in terms of readmissions and relapses 
after release, the patients who have used these various hos- 
pital extension facilities before release and the patients who 
have left the hospital directly without the benefit of these 
services. 


Patient Self-Government 


The member- or patient-employee program is indeed a 
good one but it too requires close study and strategic use to 
prevent the patient from getting so far and no further, es- 
pecially if he is a good worker in a well-sheltered hospital 
environment. Return to the home community, with restitu- 
tion to family, industry, and society must be our aim. How 
long should the patient remain in each of these “weaning” 
facilities—a few weeks, months, years? How does one de- 
cide which patient requires longer retention in each of these 
way-stations? What is the final test? These steps in many 
instances are the best possible solution: however, careful 
scrutiny. study, and further evaluation are required. 

The patient self-government plan has been presented as 
a means of allowing mentally ill patients to express, regulate, 
and help rehabilitate themselves. It has been a progressive, 
stimulating step in certain hospital wards or in special “re- 
stricted admission” hospitals. Those who have attempted its 
expansion to wards where the more seriously or chronically 
psychotic patients are treated, however, especially where 
there are many chronic schizophrenics, have been extremely 
disappointed. It has been found that the paranoid patients 
and those with certain personality disorders quickly acquire 
control of the situation. and patient government ceases to be- 
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come a rehabilitative reality and actually becomes a sound- 
ing board for the delusions of the paranoid patient or for the 
schemes of the patient with a personality disorder, who has 
managed to become chairman or leader of the ward or 
group. The remainder of the patients are disinterested and 
participate poorly, having little capacity to profit or gain 
from the “privilege” of having some say in their treatment 
and well-being. Probably if they possessed the capacity to 
participate realistically in self-government they would not be 
in the hospital. One of the common frustrating characteris- 
tics of the chronic mentally ill patient is his failure to enter 
into satisfactory relationships with his fellow men and, of 
course, with his fellow patients. When this feature of his 
illness is overcome, he is usually well on the way to recov- 
ery. It has been our experience that the less ill patients and 
those who are almost recovered participate most actively, 
profit the most, and derive the greatest benefit from the self- 
government procedure. Our attempts to bring it to the more 
severely mentally ill patient have not been successful. We 
therefore question the universal application of this type of 
approach to the mentally ill patient in all hospital wards 
unless we have specialized hospitals caring for the non- 
psychotic or less severely mentally ill patients. With this 
type of patient it does show beneficial results and is another 
useful activity and experience in treatment. 

As numerous authors have pointed out, there is really 
little new in our current concepts and approaches to the 
care and treatment of the mentally ill. Many therapies have 
been revived today in slightly different form. We may pos- 
sibly have better pharmaceuticals in the forms of tranquil- 
izers, and our over-all concept and understanding of mental 
illness may seem better oriented and more expedient. We 
must continue to adopt new approaches, therapies, and ideas 
in the handling and care of our mentally ill patients. We 
must, however. protect these patients and make sure we do 
them no harm. We are responsible for making thorough 
evaluations of all new techniques and must abandon those 
which appear to be of no benefit. Most of all we must ex- 
ercise some degree of caution. Witness the possible implica- 
tion and questionable therapeutic value of having psychotic 
patients actively participate in wrestling, boxing, and fenc- 
ing as has heen described and advocated by some during the 
past several vears. We must be cautious of what we recom- 
mend for our patients and very careful of what we write 
about or publicize, because many of our new ideas are not 
thoroughly proved, cannot be universally applied. and are 
occasionally incompletely tested and studied. Even “total 
- push” treatment programs and the ideas of “permissiveness” 
in therapy have not attained the much-publicized startling re- 
sults expected. and they play only a limited role in the broad 
armamentarium of treatment in psychiatry. 

The need for caution, careful exploration, and frequent 
evaluation and revaluation of the newer concepts and pro- 
cedures advocated and adopted in hospital psychiatric treat- 
ment may appear overemphasized in this discussion. How- 
ever, we should be aware that at present, possibly more than 
ever before. much is expected from psychiatry and we oc- 
cupy an uncomfortable position under direct public scrutiny. 

Our psychiatric hospitals and hospital psychiatry must 
change and improve if we are to keep pace with increasing 
knowledge and developments. Those entrusted with the re- 
sponsibility for providing the best care and treatment for 
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hospitalized mentally ill patients must constantly be on the 
alert and possess all available pertinent information so that 
the most efficacious facilities and techniques may be adopted 
and employed. The desire to evolve rapidly must be tem- 
pered by reality; factual findings; and undistorted, unexag- 
gerated, and sufficiently tested new ideas. 

We sincerely hope, as Dr. Harry C. Solomon has pre- 
dicted. that “the mental hospitals as we have known them in 
the past probably will disappear, at least to a large extent.” 
However, we still need to be shown the way. 


NURSING HOME PLACEMENTS 


In an effort to alleviate the problem of overcrowding 
among older patients. Norfolk State Hospital, five years ago. 
inaugurated a nursing home placement system as part of 
its social service program. Not only has this system re- 
sulted in the release of many of the state’s aged citizens from 
the hospital, but it has done much to overcome the preva- 
lent concept that the institutionalized older person will re- 
main in the hospital for the rest of his life. 

Of 500 patients released for continued care up to Sep- 
tember 30, 1958. only 74 were returned, and 20 of these 
were replaced in nursing homes after a period of further 
hospitalization: 278 were fully discharged. (During this 
time approximately 200 patients from other Nebraska state 
hospitals were transferred to Norfolk, and many of these 
were among those released for nursing home placement.) 
The average length of psychiatric hospitalization for all 
patients prior to release and placement in adult nursing 
homes was approximately 15 years. 

The first placement was made in January 1955—three 
months after the initiation of the program. There were, of 
course, a number of hospitalized patients who could have 
been released at the very beginning of the program. How- 
ever, they had to be screened for selection by the staff, and 
the interest of nursing home operators in providing for their 
continued care had to be determined, before any placements 
could be made. 

A questionnaire to nursing home operators in the area 
served by the hospital elicited a favorable response, and 
placements were made to homes in the patients’ counties of 
residence and to interested relatives. This involved a great 
amount of casework activity to explain the program and 
engender understanding of its purpose in the patients as 
well as in their relatives, who sometimes oppose such release. 
Tentative plans are now initiated immediately upon intake 
for the release of patients when the staff concurs that they 
have received maximum benefit from hospitalization. 

During the period since the beginning of the program, the 
hospital admission rate has almost doubled. But due to a 
more intensive treatment program made possible by addi- 
tional medical and other staff, and to the social service 
department’s release planning with relatives and community 
welfare agencies. some vacancies have become available and 
the waiting list for hospitalization has dwindled. The nurs- 
ing home placement program has played a significant part 
in eliminating some beds from overcrowded wards, and 
maintaining vacancies for those seeking psychiatric care. 


Louis E. Moody, Director of Social Service 
Norfolk State Hospital, Nebraska 


WANTED 


New Ways of Solving Old Problems 


Send an account of your most successful program to: 


The 1960 Mental Hospital Achievement Award Contest 


CLOSING DATE—MARCH 21, 1960 


SYCHIATRIC HOSPITALS today face certain 

problems: overcrowding; di- 
lapidated buildings; lack of personnel; low 
budget; isolation from community; overload of 
geriatrics; increment of “chronics”; low staff-to- 
patient ratio; professional time spread too thin. 
Related, though less tangible, are the problems 
encountered by those engaged in developing new 
programs in clinics and similar facilities: how to 
attract and stimulate professional and non-pro- 
fessional staff, provide education, improve treat- 
ment programs, establish research activities, and 
create a dynamic professional climate. 

All these problems are difficult, yet many of 
you have been ingenious enough to solve some of 
them in unexpected but effective ways—some 
with benefit of dollars, some without. The 1960 
Achievement Awards Committee is composed of 
outstanding administrative psychiatrists, who 
face the same problems, and who are seeking, on 
behalf of all psychiatric facilities, your solution 
to any or all of the above problems. The contest 
is open to all public and private hospitals; gen- 
eral hospitals with psychiatric units; community 
programs, such as mental hygiene clinics; state, 
county or provincial programs. Awards will be 
made, not to individuals, but to hospitals or 
agencies for specific or departmental programs 
of outstanding merit. 

The Awards Committee is to meet this year 


during the A.P.A. Annual Meeting in May to 
discuss the entries and to decide future policies. 
It is important that all members have time to 
read and evaluate all the entries before they 
meet. For this reason, the closing date this year 
is Monday, March 21, 1960. 

Each hospital or agency may submit one ap- 
plication only. The account of the program for 
which application is made must be not more than 
6 double-spaced, typewritten pages. Four copies 
are required. Jt is on this description of your 
program that the judges will base their decision. 

It, however. you feel that some supporting 
visual or published material will help to put 
your application in focus and to establish the 
claims you make, such material may also be sub- 
mitted, but in the simplest possible form. All 
supporting material should be pasted to an 814 x 
11 sheet and clipped to the back of each copy of 
the written application. Four copies are needed. 
Please do not mount photographs, news-clip- 
pings, charts, ete. into albums. 

All applications and supporting materials be- 
come the property of the A.P.A. and will not be 
returned. 

In line with the policy established during the 
past few years, the winners will be announced at 
the Twelfth Mental Hospital Institute in Salt 
Lake City, Utah. Presentation of the Award or 
Awards will be made at this time. 


Entries should be addressed to: Achievement Award Contest, 
A.P.A. Mental Hospital Service, 1700 18th St., N.W., Washington 9, D. C. 


= 
1e 
at 
in 
of 
re- 
re- | 
“p- 
ase 
ier 
his 
ate * 
pse 
t.) 
all 
ing 
ree : 
of 
ave 
und 
eir 
‘nts 
rea 
and : 
; of 
reat 
and 
as 
ase. 
rake 
hey 
the 
lo a 
ddi- 
vice 
nity 
and 
\urs- 
part 
and 
e. 
rvice 
29 


Lractats 


| hRouGh the Centuriés, 

one of the areas 
MOst macceéssiBLE to TREATMENT 
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For the modern treatment of depression 
A new drug from Pfizer research 


-NIAMID 


brand of nialamide 


a specific for depression 


When NIAMID is used as an adjunct to psychiatric procedures, patients 
become more accessible and more manageable. 


Clinically effective in a broad range of depressive syndromes including: involutional 
melancholia, reactive depression, depressive stage of manic depressive or schizophre- 
nic reaction, senile or arteriosclerotic depression, postpartum depression. 


Frequently effective in regressed patients in whom other therapy has failed. 
* Favorable behavioral changes reduce the need for electroshock therapy. 


A high degree of safety already proved in several thousand patients—NIAMID has not 
been reported to cause jaundice, agranulocytosis, Parkinson-like extrapyramidal 
symptoms or visual disturbances, and hypotensive effects have rarely been noted. 


Side effects are infrequent and mild, and often lessened or eliminated by a reduction 
in dosage. 


posaGe: Start with 75 mg. daily in single or divided doses, and adjust according to patient 
response. NIAMID acts slowly, without rapid jarring of physical or mental processes. While 
some patients respond to NIAMID within a few days, most require at least two weeks before 
gaining full therapeutic benefit. Other patients may need a longer period of therapy. In 
chronically depressed or regressed psychotics, prolonged administration of larger doses may 
be required (as much as 450 mg. daily has been used). 


PRECAUTIONS: NIAMID has not been reported to cause jaundice; however, in patients with a 
history of liver disease, the possibility of hepatic reactions should be kept in mind. 


SUPPLY: NIAMID is available as 25 mg. (pink) and 100 mg. (orange) scored tablets. 
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References: 1. Alexander, L., and Lipsett, S. R.: Dis. Nerv. System 20 Greet): 26 (Aug.) 1959. 2. Ayd, F., Jr., Bianco, E., and 
Zullo, L.: Dis. Nerv. System’ 20 (Suppl.) :34 (Aug.) 1959. 3. Ayd, F. J., : Clinical Medicine 6:1569 (Sept.) 1959. 4. Bloom, 
B. M., et al.: Presented April 1959 Meeting of the American Chemical Sects. 5. Bloom, B. M., et al.: Dis. Nerv. System 
20 (Suppl.) :10 (Aug.) 1959. 6. —— unt, C. S.: Presented April 1959 Meeting of the Federation of American Societies for Ex- 
perimental Biology. 7. Feldman, E.: Dis. Nerv. System 20 (Suppl.):41 (Aug.) 1959. 8. Freed, H.: Dis. 7s 7 20 
(Suppl.) :32 (Aug.) 1959. 9. a D.: Dis. Nerv. System 20 (Suppl.):45 (Aug.) 1959. 10. Johnson, J. A., Jr.: Dis: 
Nerv. System 20 (Suppl.): 50 (Aug.) 1959. 11. Kline, N. S.: Dis. Nerv. System 20:482 (Oct.) 1959. 12. Mouratoff, G. J., 
Grossman, A. J., and Batterman, R. C.: Dis. Nerv. System 20 (Suppl.):38 (Aug.) 1959. 13. Parker, S.: Dis. Nerv. System 
20:113 (Nov.) 1959. 14. Pfeiffer, C.: Dis. Nerv. System 20 (Suppl.):16 (Aug.) 1959. 15. Proctor, R. C.: Dis. Nerv. System 20 
(Suppl.) :53 (Aug.) 1959. 16. Robie, T. R.. Wroblewski, F.. and Albano, E.: Dis. Nerv. System 20 (Suppl.):18 (Aug.) 1959. 
17. Rowe, R. P., et al.: Proc. Soc. Exper. Biol. & Med., in press. 18. Rowe, R. P.: Dis. Nerv. System 20 (Suppl.):5 (Aug.) 
1959. 19. Rowe, R. P., et al.: Fed. Proc. 18:441, 1959. 20. Schneider, J. A., and P’an, S. Y.: Presented June 1959 Meeting 
of the Society of Biological Psychiatry, Atlantic City, N. J. 21. Shipley, T.: Dis. Nerv. System 20 (Suppl.):55 (Aug.) 1959. 
22. Smith, J. A.: Dis. Nerv. System 20 (Suppl.):47 (Aug.) 1959. 23. Udenfriend, S.: Dis. Nerv. System 20 (Suppl.):14 
(Aug.) 1959. 24. Vaisberg, M., et al.: Dis. Nerv. System 20 (Suppl.):22 (Aug.) 1959. 25. Wolffe, J. B., and Shubin, H.: 
Clinical Medicine 6:1563 (Sept.) 1959. 


A Professional Information Booklet giving detailed information on NIAMID is available on request. 
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An Institute to Build Morale 


By GEORGE A. ZIRKLE, PH.D. 

Professor of Psychology, Hanover College 

and Consultant Psychologist, Madison State Hospital 
and VERNAY N. REINDOLLAR 

Personnel Officer, Madison State Hospital, Ind. 


O*; of the most elusive yet highly significant factors in 
efficient work is morale. This is true in any work 
situation, and especially so in a state mental hospital, where 
success or failure is directly related to the climate of spirited 
participation or grudging compliance with directions which 
may be present. The higher the morale, the more therapeutic 
the hospital community becomes for the patients who live 
in it. 

\ key need in hospital administration, therefore, becomes 
that of creating employee morale. Multiform factors enter 
this creation. Among them are (1) understanding of and 
belief in the program within which one works, (2) satisfac- 
tion with the part one plays in it, and (3) respect for one’s 
leaders and associates. Any combination of conditions which 
creates or increases any or all of the above will go far 
toward raising the morale and spirit of a working group. 

It was with this in mind that the superintendent of 
Madison State Hospital, Ott B. McAtee, M.D, decided that 
an educational program should be initia‘ed which would 
touch all of its 500 employees. Programs designed for 
doctors. for nurses, for attendants, etc., are commonplace. 
The program he envisaged, however. was unique, for it 
would cut across the entire employee group, from farm 
laborers to doctors. The reason behind such an approach is 
that a hospital should operate as a unit—not as a series of 
separate areas or functions having little relation to or knowl- 
edge of each other. So often in a big operation one segment 
knows its function and little else. For example, if a hospital 
laundry employee conceives of his job as running a washing 
machine and nothing more, it will be just that. If, however, 
he is shown that he has a real opportunity to join with the 
doctors and nurses and others to help patients, then he be- 
comes a part of the therapeutic team and defines his role in 
a much larger and more significant way. When he under- 
stands what his associates are doing, and that his work is 
necessary along with theirs for helping patients to recover, 
his need for dignity is served, his self-satisfaction and 
morale are raised, and he becomes a more efficient member 
of the therapeutic community. 


Planning for the Cragmont Institute 


With these aims in view, a full day of activity, called the 
“Cragmont Institute,” was planned. The employee popula- 
tion was divided into six groups for whom the program was 
presented six times on successive Tuesdays and Thursdays 
of July 1958. Each group represented a cross section of the 
employees of the hospital. The day spent at the Institute 
was counted as a working day. Posters announcing the pro- 
gram were displayed for two weeks ahead of the opening 
date. One week before the start of the program, a “dry run” 
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was conducted by leaders to iron out any difficulties. The 
consequence was that it ran well from the start. 

The printed program was introduced by these words: 
“Our task at Madison State Hospital is to help mentally ill 
people. In this day of meetings it is hoped that we will all 
see a bit more clearly how important it is for every depart- 
ment and every employee to join together in fulfilling our 
common task.” The program included informal talks, a 
moving picture, audience participation demonstrations, and 
discussion groups. A deliberate effort was made to entertain 
as well as educate. At different points, warm and sincere 
words of appreciation for the important contribution of each 
employee helped to create an atmosphere in which an 
esprit de corps could grow and thrive. Though attendance 
was voluntary, fewer than one dozen employees failed to 
appear. 

Participants were assigned to discussion groups by num- 
bers on name cards which were given them at the time of 
their registration in the morning. People from different 
operating areas of the hospital were included in each group. 
Morning and afternoon breaks with free coffee and soft 
drinks were scheduled, as well as a free dinner in a specially- 
decorated section of the personnel dining room. A printed 
Institute Certificate was presented to each participant at the 
end of the day’s program. 


Results of the First Institute 


One week after the conclusion of the Institute, a follow-up 
study of its effects was made by means of a voluntary ques- 
tionnaire distributed to all employees. It was filled out 
anonymously by approximately two-thirds of the partici- 
pants. The very large majority reported appreciation for 
the opportunity to learn more about what goes on in other 
departments and for the fine chance to meet and be with 
people from other hospital areas. Those on the night shift 
were especially grateful for this. A big majority said they 
saw more clearly than ever before that those who do not 
work directly with patients, such as doctors and nurses do, 
have an opportunity to help them nevertheless. They can 
help by being friendly and understanding. Many questions 
about the operation of the hospital were cleared up, and the 
majority said they gained a new recognition of the value of 
the hospital program and the worthwhileness of their jobs 
and places in it. Approximately 87 per cent wanted a similar 
program for the next year. The thing desired most in 
another Institute was a description of a case from the time 
of admission to the time of discharge. 

A second questionnaire to supervisors showed that 100 per 
cent judged the responses of their people to the Institute to 
be favorable, and in several instances enthusiastic. A ma- 
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jority observed a better attitude toward the hospital adminis- 
tration. One-third noted better teamwork and pride in the 
hospital. One-fourth reported more respect and friendliness 
for patients, a more favorable attitude toward work, and 
less griping. 


The Second Cragmont Institute 


Because of the success of the 1958 program, and the 
desire of employees for a repetition, the Second Cragmont 
Institute was held in the summer of 1959. In line with 
suggestions from the previous year, the new program was 
built around the mythical case of a patient who came to the 
hospital, was treated. and recovered. A member of the 
recreation department plaved the role of the patient and 
demonstrated classical symptoms of a schizophrenic reaction, 
paranoid type. She was given an admission interview and 
psychiatric and psychological examinations. Her mother, as 
played by a nurse, was interviewed by a social worker and 
by a representative from the business office. Asides to the 
audience explained procedures as they were employed. A 
diagnostic staff meeting was held to illustrate the manner in 
which this particular procedure is used. To promote audi- 
ence participation, three members of the audience were 
called to the stage to play the roles of doctors in the staff 
scene. A motion picture, an interview by the chaplain, and 
a performance by the hospital patients’ chorus illustrated the 
role of the adjunctive therapies in treatment practice. 

Skits showing the introduction of the patient to her ward 
and to work in the laundry were the prelude to four small 
group discussions. The audience was alerted to look for 
things done wrong in the skits, such as failure to introduce 
the patient to others. failure to explain things to her, lack 
of consideration, etc. They were asked to enumerate and 
discuss these wrong approaches and to decide how things 
should have gone. Discussion groups were left to their own 
devices in order to promote more individual thinking and 
responsibility. Later reports to the full group showed a 
gratifying degree of thoughtful analysis. Other arrange- 
ments were much the same as in 1958. Several rehearsals 
prior to the start of the Institute enabled it to move smoothly 
on the six days selected. 


Results of the Second Institute 


The Second Institute came at a time when several em- 
ployees were taking vacations, but in spite of this and some 
illness, 531 out of 563 employees voluntarily attended. Ob- 
servation during the programs indicated a high audience 
participation and attention level. Spontaneous comments 
that the program was enjoyable and an improvement over 
the preceding year’s institute tended to substantiate this 
observation. Several of the operating personnel expressed 
appreciation for the opportunity to meet and be in discussion 
groups with members of the hospital administrative and 
medical staffs. Friendly exchanges between persons attend- 
ing on the hospital grounds have increased. 

An evaluative questionnaire was distributed to hospital 
supervisors one week after the conclusion of the Second 
Institute. Results showed that it excited a great deal of 
favorable discussion among employees. With but few ex- 
ceptions. all wanted the Institute to be repeated again during 
the coming year. Of 22 supervisors who reported on the 
employees working under them, 18 observed a greater under- 


standing of the total operation of the hospital; 17 noted 
more interest in the work of other hospital departments; 
10 saw more respect and friendliness for patients; and 9 de- 
tected a greater pride in being a part of the hospital. These 
are the ingredients out of which esprit is compounded, of 
course, so it must be concluded that the Institute gave a 
significant boost to employee morale, with all its consequent 
benefits to patients. One supervisor wrote, “As a whole, 
most of the employees felt it was entertaining . . . and that 
it increased the understanding and desire of the employees 
to help the patient.” A second supervisor wrote, “We have 
noticed a change of attitude in many of the attendant per- 
sonnel toward the music therapy department. Some who 
had resisted this program now call us for information and 
help, and they are most cooperative when we visit their 
wards for music programs . . . Thus we are happily able to 
report that the general attitude of closer association and 
teamwork has improved, not only with the attendant per- 
sonnel, but with maintenance and farm employees as well.” 


A Concluding Observation 


The very nature of the work of a hospital administrator 
demands that he see the total program of the hospital. This 
is not true for the worker, whose job represents only one 
segment of the total. The individual worker usually knows 
relatively little about what is going on in departments other 
than his own. What information he has may be distorted. 
This is especially true for those who are on the night shift. 
Workers appreciate an overview of the work of an institution 
and an opportunity to meet and talk with others who are 
involved with them in the total program. They can then 
see more clearly how their jobs fit into the over-all effort, 
and how necessary they are to its success. A new dignity 
and increased morale come with this recognition. 


STORAGE ON WHEELS 


The occupational therapy department of the Crease Clinic, 
Essondale, B. C., has found wooden bins on casters to be 
practical space-savers for storage of materials used by patients 
in various projects. The bins (see illustration) can easily be 
wheeled around from place to place and put out of sight under 
a counter or in a closet, when not in use, thus helping to keep 
the department tidy and free of unsightly cardboard boxes. 
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LITERATURE SUPPLIED ON REQUEST 


Sparine 


HYDROCHLORIDE 
Promazine Hydrochloride, Wyeth 
INJECTION TABLETS SYRUP 


References: 1. Frain, M.K.: J. Nerv. & Ment. Dis. 
125:529 (Oct.-Dec.) 1957. ‘2. Graffeo, A.J.: New 
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Differences in Staff Attitudes and Expectations in Dissimilar Hospitals 


Are Hospital 


By WILLIAM R. DOBSON, PH.D. 

VA Hospital, Salt Lake City, Utah 

and ROBERT B. ELLSWORTH, PH.D. 
VA Hospital, Ft. Meade, South Dakota 


gas as a part of a larger continuing research 
project, one of the authors (Ellsworth) constructed a 
questionnaire to obtain information from hospital personnel 
about their attitudes and expectations regarding the hos- 
pitalization of psychiatric patients. The questionnaire was 
answered by the personnel of two rather different VA hospi- 
tals—the older, rural, somewhat isolated hospital at Fort 
Meade, with 655 out of 720 beds being psychiatric, and the 
relatively new metropolitan hospital at Salt Lake City, with 
about 400 psychiatric beds out of a total of 700. This paper 
is a report on the differences in attitudes and expectations 
found to exist in the two rather markedly different hospitals, 
and on the possible implications of these differences. 

The questionnaire itself contained 18 questions. Eight of 
these (see the table) asked for each employee's expectancy 
regarding length of hospitalization, prognosis for discharge, 
per cent of patients needing to return to the hospital, and 
so on. The remaining 10 questions asked for opinions on 
the relative importance of various therapies, basic reasons 
for psychiatric hospitalization, and the most important 
factors causing patients to get well and stay well. 

Our primary interest was in the expectancies and opinions 
of those personnel having direct contact with patients. 
Between 90 per cent and 100 per cent of the personnel in 
psychiatry, psychology, social service, nursing service, phys- 
ical medicine and rehabilitation services, and special services 
completed and returned the questionnaire at both hospitals. 
Each employee completed his questionnaire and returned it 
sealed to the research office. Each employee was assured 
that his answers would remain strictly confidential. 


Expectancies 


In the table are the eight questions asking for the ex- 
pectancies personnel have regarding various aspects of psy- 
chiatric hospitalization. The actual discharge and return 
rates were based on a careful study of each hospital’s rec- 
ords, primarily for the years 1955, 1956, and 1957. Only the 
data for functionally psychotic patients are reported, in order 
to rule out differences between the two hospitals which might 
be due to differences in diagnostic categories. 

In general, the figures suggest that the personnel of both 
hospitals underestimate how well the hospitals are actually 
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Employees Misinformed? 


doing, in terms of discharge and return rates of psychiatric 
patients. This phenomenon of pessimism, with regard to the 
effectiveness of hospital treatment, has also been found in 
at least one other study.* In both hospitals, the professional 
groups tended to estimate closer to the actual figures than 
did the non-professional groups. There was, however, a 
rather startling finding: within every group (including the 
professional) the expectancies expressed covered the full 
range of alternatives, i.e. 10 per cent to 90 per cent. In other 
words, even though the average expectancy of a group might 
be fairly close to the actual discharge or return rate, the 
range of expectation was always great, giving further evi- 
dence that personnel were relatively uninformed as to how 
the hospital was doing. As a matter of fact, both hospitals 
were discharging more newly admitted patients within a 
year from the date of admission than the personnel expected, 
even in a hospital with the very best treatment. 

The fact that personnel seem to be relatively uninformed 
has certain implications and consequences worth discussion. 
The first of these, of course, is the public information and 
education. aspect. Professional organizations are constantly 
striving to inform the public that psychiatric illnesses are 
not hopeless. Possibly the most effective public informer and 
public relations agent in the community is the hospital em- 
ployee. If the hospital employee is relatively uninformed, 
an effective public relations representative is lost and our 
job of public education is, therefore, much harder. Actually, 
this study indicates that our employees are not only mis- 
informed, but unduly pessimistic! 

A second matter worthy of comment is that of the hospital 
itself being in a position to evaluate and improve its treat- 
ment effectiveness. The usual figures kept by the administra- 
tive offices were found to be completely inadequate in ob- 
taining data regarding length of hospitalization, percentage 
of patients discharged in a given period of time, return rates, 
etc. The usual “turnover rates” are so much a function of 
the proportion of “short-termers” admitted to the hospital 
(alcoholics, character disorders. and neurotics) that differ- 


*Greenblatt, Milton, York. R. H.. and Brown, E. S. From 
Custodial to Therapeutic Care in Mental Hospitals. New 
York, Russell Sage Foundation, 1955, p. 280. 
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ent turnover rates between hospitals often reflect little more 
than the differences in the number of psychotic vs. non- 
psychotic patients admitted to given hospitals. 

Unlike industry, which has its quality control section, the 
hospital is “operating blind,” that is, in regard to how 
effective it is compared with itself during previous years and 
then compared with other hospitals. How can a hospital tell 
whether or not it is providing better or poorer service unless 
the personnel know how they are actually doing? Certainly 
it seems to us that it is imperative for a hospital to have 
meaningful information tallied, kept current, disseminated to 
hospital personnel, and finally, through them, to the com- 
munity. 


Attitudes 


As can be seen from the table, the Salt Lake City VA 
Hospital discharges about one-third more psychotic patients 
within a year of admission than does the Fort Meade VA 
Hospital. The median length of stay for the psychotic patient 
is approximately twice as long in Fort Meade as in Salt 
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Salt Lake City VA Hospital 


Lake City (6.8 months vs. 3 months). In addition, there 
is a striking difference in the percentage of chronically 
hospitalized patients who leave the two hospitals. Interest- 
ingly enough, the “low-discharge” hospital’s return rates 
for both the newly admitted and the chronic patient are 
lower. What may be happening is that the “high-discharge” 
hospital is perhaps willing to take more risks—to give the 
patient the benefit of the doubt. Although the return rate 
for the Salt Lake City hospital is somewhat higher, the net 
number of patients, who are in the community at the end 
of the year is also somewhat higher. One striking difference 
in the two hospitals, which may be related to treatment 
effectiveness, is the difference in cost per day per patient 
and the ratio of employees to patients. In Salt Lake City 
an average of $17 to $18 per day per patient is spent. while 
in Fort Meade the hospital spends between $10 to $11 per 
day. There are more personnel than patients in Salt Lake 
City’s hospital, while the Fort Meade hospital has fewer 
personnel than patients. 

Staff size or cost-per-day-per-patient differences are not 


Ft. Meade VA Hospital 


1. As the hospital now operates, the chances for the average | 
psychiatric patient (now in the hospital) to receive a dis- 
charge eventually are about: 


2. Of the average psychiatric patient who will be admitted 
to the hospital this month, how many do you think will leave 
the hospital within one year from the time of admission? 


3. Of a group of 20 newly admitted psychiatric patients, how 
long do you think it will take about half to be discharged? | 
| 
4. Of those “chronic” psychiatric patients (patients under | 
| 


65 who have been in the hospital 5 years or longer), how | 
many do you believe will have left the hospital in 3 years 

| 
from now? | 


5. Out of every 10 newly admitted psychiatric patients who 
are discharged, how many of them do you think will have to. 
return to a hospital within 1 year from their discharge (re- | 
hospitalized again either here or elsewhere within 1 year) ? | 


6. Out of every 10 “chronic” psychiatric patients who are 
discharged from this hospital, how many do you believe will | 
have to be rehospitalized within 1 year of their discharge? | 


7. If the newly admitted psychiatric patient had the very 
best possible treatment (many well-trained personnel, the 
very best medication, best food. facilities, excellent family | 
and community relations developed by social service, etc.), | 
how many do you think would be discharged within 1 year 
of their admission? 


8. If the “chronic” psychiatric patients had the very best 
possible treatment, how many do you think could get out in 
3 years? 


* At the end of four years, the per cent discharged is 48%. 
For further information see Ellsworth, Robert B., Mead. 
Beverly T., and Clayton, William H. “The Rehabilitation 


Actual | Expected | Actual Expected 
80-90% | 60% 38-45% 33% 
90% 4% 67% 39% 
3 mos. 8.0 mos. 6.8 mos. 12.3 mos. 
30% * | 28% 14% 19% 
| 
30% | 34% 22% 30% 
30% | 51% 2% | 
66% 55% 
47% 39% 


and Disposition of Chronically Hospitalized and Schizo- 
phrenic Patients.” Menta Hyciene, Vol. 42, July, 1958, 
pp. 343-348, 
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necessarily causative factors in explaining the differences 
in discharge rate between the two hospitals. If striking 
differences in personnel attitude toward patients exist 
between the two hospitals, we would have yet another 
variable which might help explain differences in treatment 
effectiveness. Differences in attitude between the personnel 
of the two hospitals may actually be more important in 
accounting for these differences in treatment effectiveness. 
This section of the paper presents some data on differences 
in attitude which were found to occur between the personnel 

f the two hospitals, based on the other 10 questions. Only 
those attitudes which were significantly different are dis- 
cussed. 

The high-discharge hospital’s personnel feel, in com- 
parison to the personnel in the low-discharge hospital, that 
the patient becomes sick because of the stress of too many 
interpersonal problems, and that the hospital provides a 
secure place away from these stresses and offers the patient 
the use of activities which are important in his recovery. 
More Fort Meade personnel feel that the patient becomes 
sick because of “leading a bad life,” “receiving unfair 
treatment from relatives and others,” and “being born with 
some physical deficiency.” More of these personnel also 
believe that lobotomy. EST, and drugs are important to the 
patient's recovery than do the personnel of the high- 
discharge hospital. 

In general, the stress which leads to the patient’s break- 
down, and the factors leading to his recovery are viewed 
with different emphasis by the personnel of the two hospitals. 
The emphasis of the low-discharge hospital is that of the 
patient as a “passive recipient” in his breakdown, and again 
as the passive recipient of formal treatments leading to 
his recovery. The high-discharge hospital sees ihe patient 
more as an “active participant” in his breakdown and 
recovery. i.e., as one with too many problems in inter- 
action with others, and who, to recover, uses the activities 
in a secure environment. It is also interesting that the 
personnel in the low-discharge hospital place more emphasis 
on the patient’s leaving because “relatives want him” (again 
passive) as contrasted with the high-discharge hospital 
personnel feeling more that discharge occurs when “the 
patient works for it” (again active). In the low-discharge 
hospital, the personnel place more emphasis on the “patient’s 
continuing to take medication at home” (passive) in deter- 
mining whether or not he has to return to the hospital. 


One attitude which is prevalent in both hospitals is the 
general pessimism concerning the relatively poorer chance 
of the chronic patient, who is discharged, to stay in the 
community, as opposed to the chances of the newly admitted 
patient who is discharged. Yet the data collected show that 
the discharged “chronic” patient returns no more frequently 
than does the discharged newly admitted patient. This 
finding alone should suggest that the chronic patient has 
a far greater potential for extra-hospital adjustment than 
the majority of people believe. 


General Comments and Conclusions 


It is not known, of course, to what extent the above 
findings would be true at other hospitals. But the present 
survey would seem to indicate that at least in the two 
hospitals measured, personnel are relatively uninformed as 
to how their hospital is doing regarding the treatment of 


the psychiatric patient, and as to the chances for the patient’s 
eventual discharge or his need to return. Better-informed 
employees should result in a_ better-informed public. 
Meaningful, accurate, and current information such as the 
median length of hospitalization, the time spent out of the 
hospital, and the readmission rate, should be available and 
communicated to all hospital personnel. 

Striking differences in personnel attitudes between the 
two types of hospitals were also found. Whether or not 
these differences in attitude between the two hospitals are a 
causative factor in the effectiveness of patient rehabilitation 
is a question which was beyond the scope of the survey. At 
the present time, the “low-discharge” hospital is actively de- 
veloping treatment approaches and attitudes which are 
expected to result in a higher level of rehabilitation for 
both the newly admitted and chronically hospitalized patient. 
If the personnel in the low-discharge hospital would begin 
to see the patient as an “active participant” rather than as 
a “passive recipient” in his illness and recovery, we could 
obtain more definitive data suggesting how important staff 
attitudes are in the rehabilitation of the psychiatric patient. 


Inservice Education in Group Process 


Training in group processes and group leadership has 
become an important part of the inservice program at the 
Mendocino State Hospital, Talmage, California. Two groups 
of registered nurses and one of psychiatric technicians are 
currently participating in projects designed to further their 
knowledge of this particular treatment technique. One group 
of nurses meet weekly with a staff psychiatrist to discuss 
therapeutic community relationships. The psychiatric tech- 
nicians, who work with small groups of patients, are meeting 
under the leadership of one of the group social workers. The 
other group of nurses, thirteen of them, meet with the chief 
psychologist two hours a week. 

This group began exploring the processes which occur 
early in any unit by examining what was actually taking 
place in their own group. They soon discovered that they 
were misperceiving each other and not listening closely 
enough. To correct this they began to make special efforts 
to hear and understand each other, and accepted a home- 
work assignment of trying to hear and emotionally under- 
stand one person outside of the group. It is interesting to 
note that several chose their husbands for this assignment 
but fared rather poorly in their efforts. 

Early in the group there was much testing of belonging- 
ness, and even though some of the members were almost 
enemies, there was a rapid growth of group solidarity. Per- 
haps one of the main gains was the cementing of relation- 
ships. When the nurses felt comfortable as members of the 
group and knew that to a greater or lesser extent they could 
“hear” each other, they began to tackle actual questions of 
leadership and to function as a group of leaders with the 
psychologist receding in prominence. 

Their experience is typical of the sort of interaction which 
takes place in the inservice groups. There is no formal 
academic material; the course content consists of the proc- 
esses occurring. 

Doris Trobaugh, R.N. 


Psychiatric Nursing Education Dir. 
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A PATIENT WRITES ABOUT GOING HOME* 


Dow [> 


Im sorry to bother you again, but I really would like to 
know about going to the nursing home, as | told you. I 
know you’re tired of notes, but if I ask you again, I should 
run over my reasons again for wanting to go there. It’s 
easier to do that on paper (a person can make it clearer) 
and it takes less of your time. 

To begin with, there’s no place that can take the place of 
a good home for a person to be in. But I also found out a 
long time ago, before | ever came up here, that even a 
poor home is better than no home at all. So I'd still like to 
try going with my folks for a month or six weeks, if that 
could be arranged. as my first choice of a way of getting 
out of here. 

My folks have shown that they don’t understand insanity 
or mental illness, but if an authority on the subject (you, a 
doctor) explained to them. I believe they would understand 
well enough to give me some help—for a short time at least. 
I have tried explaining to them; but after a person once is 
known as mentally ill, or at least after you once get into an 
institution, you usually get the “crazy treatment” from 
people outside of here—that is, they don’t pay much atten- 
tion to what you say. 

My mother. for example. a while back expressed great 
amazement at seeing a half dozen or so patients sitting out- 
side. She said she thought it was simply wonderful that 
those patients could be outside like that. I tried to explain 
to her that it wasn’t remarkable, and that probably most of 
the patients could go outside, but that they were so in the 
habit of sitting inside that they just kept on doing it. Many 
people still have the very false idea that insanity or mental 
illness causes a person to be continually falling into fits or 
foaming at the mouth like a mad dog, or if not that bad, at 
least they think that insanity or mental illness causes a person 
to be “a total zero,” “a human vegetable,” or “a complete 
blank.” A stock joke among the attendants, if they're doing 
some paper work and someone asks for some blanks, is for 
the other attendants to tell them they don’t need any because 
they've got enough already. 

I also tried to explain to my mother that there are many 
people who are living outside of institutions who are 
mentally ill. She works for a family which has an important 


*This letter was written by a 41-year-old female schizo- 
phrenic patient to Dr. Myrick W. Pullen, Jr., Superintendent, 
State Hospital North, Orofino, Idaho. 


business. Both the man and his wife have money from their 
folks, besides. Both are alcoholic. The woman lies in bed 
drunk often. and her husband has to be restrained some- 
times when he gets to drinking, even taken to jail sometimes. 
It’s all kept out of the papers, though. He has money and 
friends so people don’t think too much about it. and are 
even somewhat amused at his cutting up. I told my mother 
that if these people she works for didn’t have money or 
friends they would be right up here as patients and would 
be considered as some of the worst. But it doesn’t seem to 
bother my mother any, even though, working for them, she 
sometimes is alone in the house with the man. 

The way things are now, whether a patient gets out of a 
mental institution or not depends more on other people than 
on the person committed. Patients in poor condition can 
leave if some of their folks will take them. but patients 
whose folks won't help them really have to struggle to get 
out of here. I don’t know what you think of this idea, but 
when | first saw that my folks didn’t understand, I began 
to think that in order to doctor a mentally ill person success- 
fully, you need to doctor several people who are going to 
help the mentally ill person, also. 


People seem to be able to understand mental illness very 
well when it’s kept at a distance; but when they are forced 
to come face to face with it, it’s a different story. My ex- 
perience has shown that they begin to squirm and feel 
uneasy, with the result that they remove mental illness as far 
as possible from them (put the person in an institution) and 
then remove themselves as far as possible from the mental 
illness (neglect to visit or help the person in an institution). 
There’s an old saying that any one can be brave when there’s 
nothing to be brave about. That’s very true. A little boy 
may boast about what a big man he is until you ask him to 
go on an errand outside in the dark when he may very 
quickly become just a frightened little boy again. 

I've read that doctors are puzzled sometimes by women 
patients who are very cheerful and confident when they are 
pregnant, but who go into a postpartum depression. I can 
think of two good explanations for that. One is that the 
women never really were cheerful and confident, but were 
just putting up a front, as other people do. (Signs of an 
insecure child sometimes are overconfidence, boldness, or 
showing off.) Another explanation is that the women really 
were cheerful and confident, but changed when they came 
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SQUIBB ANNOUNCES 


once day 
dosage for 
the psychiatric 
patient 


Prolixin 


Squibb Fluphenazine Dihydrochloride 


Prolixin is a new, exceptionally effective behavior modifier with sustained and prolonged 
action for your psychiatric patients. Its extended action, permitting a single daily dose, 
has been thoroughly demonstrated in clinical trials.12 

Prolixin is particularly useful in the management of acute and chronic psychotic states 
characterized by agitation, excitement, explosive behavior and turbulence — in such 
conditions as schizophrenia, mania, psychoses due to organic brain disease, and senile 
psychoses. 

Providing lowered toxicity and maximum economy, Prolixin not only elicits a greater 
therapeutic response but also affords improvement in many patients previously refrac- 
tory to other phenothiazines. This is true whether the mental disorder is of short or long 
duration. 

The usual extrapyramidal symptoms encountered with other potent phenothiazine deriv- 
atives have been reported.!3 Less common effects have been hypotension,* drowsi- 
ness,° agitation,” restlessness, and anorexia.© Side effects have disappeared with 
reduced dosage or temporary discontinuance of the drug.2:5© is squiss 


Dosage: Optimum dosage levels vary from patient to patient and must be de- - SQUIBB 
termined individually. Most patients may be maintained on 1 mg.— 5 mg. daily, LESS 

Supply: 1.0 mg., 2.5 mg., and 5 mg. tablets. References: 1. Taylor, I.J.: Clin. Res. A , ‘ 
Notes 2:1 (Aug.) 1959. 2. Morrow, L.L.: Clin. Res. Notes 2:8 (Aug.) 1959. 3. Squibb Quality— 
Darling, H.F.: Dis. Nerv. System 20:167 (April) 1959. 4. Niswander, G.D., and the Priceless 
Karacan, |.: Dis. Nerv. System (In Press). 5. Freed, J.E.: Clin. Res. Notes 2:12 ‘ 

(Aug.) 1959. 6. Weiss, I.1.: Clin. Res. Notes 2:12 (Aug.) 1959. 7. Stevenson, L.E.: Ingredient 


Clin. Res. Notes 2:10 (Aug.) 1959. 
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face to face with childbirth. It’s possible for even a strong 
person to weaken when faced with a difficult situation and 
to try to take the easy way out instead of the right way. 


My second choice of a way of going out of here is to go 
to the nursing home. If you don’t have family or friends 
that you can go to when you leave here, then I think the 
next best thing is to go to the place where you'd get the 
best help. It would really be nice to be in a more home-like 
atmosphere, as in someone’s home; but I think I’d get the 
best help in a nursing home. I should have confidence in 
the place I’m going to, and I wouldn't feel too much con- 
fidence in going into someone’s home when I have seen, as 
I told you, a great deal of ignorance and misunderstanding 
among ordinary people about insanity or mental illness. 
Then, too, the fact that I tried to commit suicide might 
begin to bother people more easily than something else I 
might have done. The result would be that I might easily 
find myself back here, even though I got along all right, 
because it had begun to bother the people in whose home I 
was to have a former mental patient around them. Of course, 
they wouldn't say that; they’d do as so many people do in 
difficult situations, make up some excuse. 

What I'd like to do now is to go ahead and go to a nurs- 
ing home as a regular paying patient and make plans to go 
to school in January. If I didn’t get along all right, the 
plans to go to school could be canceled. If the nursing home 
doesn’t hire any patients to work part time, do you suppose 
the social worker might find some job outside of the nursing 
home where I could work to earn enough to pay for half 
of my expenses at the nursing home? I°d be willing to do 
housework in somebody’s home. The only reason | don’t 
want to go to stay in someone’s home is that, as I said. 
having a mental patient for twenty-four hours a day might 
begin to bother some people. 

But | think I would get along all right so that I could go 
ahead and go to school in January. Just being out of here, 
I’m sure, would help me to improve a great deal because it’s 
so different outside of here that a person would have a lot 
more to look forward to each day than just waiting for the 
day to end, as you do in here. If patients in poor condition 
like R. B.. who spent quite a lot of time each day in bed, and 
M. S., who talked quite a lot of nonsense, can leave with 
their folks, it seems as if patients whose folks don’t take 
them should be allowed to leave if they’re in reasonably 
good condition. 

M. M. doesn’t seem to be very well. She hardly eats any- 
thing. and says her stomach bothers her. She also complains 
of pains in her chest. I thought I'd mention it because she 
may not have mentioned all this to you. 


I thought I'd mention also the things that I think have 
heen most helpful to the patients here since you came. 

1. Your real interest in helping the patients and improv- 
ing the hospital. 

2. Having the hospital or medical ward for the sick 
patients instead of leaving them on their own wards, 

3. Having occupational therapy on the wards this sum- 
mer with the two O.T. students. This was the closest thing 
there has been so far to having a minimum program for all 
the patients. The patients really looked forward to this, and 
many of them took part. This showed that it is entirely 


possible for many of the patients to participate in a program 
—starting with something simple and going on to some- 
thing harder. Ones who didn’t want to do anything at first 
saw the others doing things and asked to do something, too, 
because of being exposed to it. If there were a minimum 
program here for the patients, it would be a good idea to 
have at least one hour of occupational therapy for five days 
a week with the goal for the patients being not only to learn 
to do fancy work for their own enjoyment, but to get to the 
place where they could take care of their own clothes. Used 
material, old sheets, etc., could be used mostly so it wouldn’t 
be expensive and would give the patients practice. 

4. Having the psychiatrist doing the general doctoring of 
the patients too. That’s the way it should be. I think. A 
person who specializes should only specialize half of his time 
and spend the other half of his time in general work because 
if you specialize all the time, you're apt to get too far re- 
moved from the whole picture. You can’t doctor a part of 
a person; you have to doctor the whole person first, and 
then the parts. If you just doctor a part of a person, you 
can get to the place where you can’t see the forest for the 


trees right in front of you. ° 
S — 


REJUVENATED FARM IS GERIATRIC UNIT 


in August the Arkansas State Hospital began an interest- 
ing experiment which involves making use of dormant facili- 
ties in order to give special attention to aged patients. The 
project consists of placing 150 patients over 55 years of age 
in a colony situation at the Baucum Unit, the hospital’s 
former farm and dairy section. 

Located approximately 10 miles from Little Rock, this 
unit is situated on the bank of Faulkner Lake in an area 
rich in bottom farm land. Dormitories and cottages built 
during the 1930's were used by employees until 1957, when 
the State Legislature authorized the hospital to discontinue 
its farming activities. The stock and farm equipment were 
then sold and the Baucum Unit closed. 

Now the unit is being reactivated as a pilot project for 
elderly patients. They may fish in the lake, or choose a 
garden spot to raise flowers or vegetables. A nursing care 
program instituted to meet their physical, mental. and social 
needs includes psychiatric aides living on the grounds to 
supervise planned activities, a registered nurse on duty, and 
a physician in attendance. The nurse and the aides dress in 
everyday clothes to modify the hospital atmosphere and 
enable them to interact more effectively with the patients. 
The hospital dietitian plans attractive meals to meet the 
dietary needs of the elder citizens, and the hospital chaplain 
does religious counseling and conducts regular services de- 
signed to meet the needs of these particular patients. 

This colony-type of living within a psychiatric hospital 
setting is actually a pilot project aimed toward solving the 
problem of the increasing number of aged in state mental 
hospitals. At the same time, it is expected to enhance the 
intensive treatment program for the younger groups of 
mental hospital patients by somewhat alleviating the over- 
crowded conditions at the Little Rock and Benton Units. 

Granville L. Jones, M.D., Superintendent 
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Ex-Patients’ Club Aids Social Rehabilitation 


By MURRAY D. GEGNER, M.S.W. 
Director of Psychiatric Social Work* 
Ancora State Hospital, Hammonton, N. J. 


N THE FIELD of social work we have known for a long 
| time that no one person cures the mentally ill patient. 
Increasingly we are learning the complexities of human 
motivation. Especially important are the psychological and 
social factors of an individual’s life. This article is an ac- 
count of an experiment in the social rehabilitation of a 
group of discharged mental patients who faced similar prob- 
lems of becoming socially accepted in the community. 

Society places a high value on self-respect. success. and 
recognition—on acceptance and belonging. The former 
mental patient feels socially inferior; he usually cannot find 
acceptance through existing social channels and often has 
no other means of obtaining it. Thus his basic psychological 
needs for self-esteem and social status are denied and his 
recovery is in jeopardy. The primary objective of our ex- 
periment in social rehabilitation was to afford such people 
an opportunity of meeting together to find means of ful- 
filling their social and psychological needs. 

In October 1956 the executive secretary of the County 
Mental Health Association. Mrs. Howard Dean. and the 
board member who became the volunteer leader, Mrs. 
Thomas Kenny, met with me to discuss the possibility of 
forming a club for discharged mental patients. We knew 
from long experience that the final recovery of the mentally 
ill patient takes place in his community. There are too 
many minutes and hours in the lives of these people when 
the emotional stress and strain of everyday life can easily 
shatter their confidence and there was no place where they 
and their families could get recognition of their difficulties. 


First Meeting at Christmastime 


The first meeting of the club was held on December 21. 
during the season when fellowship. love. and trust are upper- 
most in the minds of men. Those present included seven 
former patients, their families, some friends, and members 
of the mental health association. The function of the Make- 
a-Friend Club, a name chosen by its members, is largely a 
social one, providing an opportunity for friendly gatherings. 
The members do not necessarily know which of them in the 
club has formerly been a patient. The meetings are attended 
twice a month by twelve to twenty-five people between the 


* Also Private Practice Marriage Counselor, Margate, N. J. 
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ages of twenty and fifty. Meetings are opened with a prayer 
and conducted by elected officers. The evening’s program is 
presented by one of the members or by a guest, and there is 
a social hour with refreshments. 


Programs Are Varied 


Programs have included musicals, a lecture on art and 
one on marriage, a boat ride, a bowling party. a pot-luck 
supper. visits to a greenhouse and to the county hospital 
for mental diseases, a demonstration of driftwood arrange- 
ments, a showing of travel slides, a theater party, and par- 
ticipation in the field day exercises at the state hospital. 

These activities provide a new and enriching experience 
in cooperative action. Members decide what to program. 
and then arrange the place, the day, and the hour of the 
activity. Individuals are free to differ and suggest their own 
ideas. They carry out decisions. accept responsibilities. 
expose their thoughts and feelings, and undergo change 
through the group activities. Programs therefore become 
tools to help both individuals and the group achieve desir- 
able personal and social gains. Some of the members par- 
ticipate only on their own terms; others follow blindly and 
are content merely to be included, while still others remain 
on the fringe of things—too timid or too preoccupied to 
enter into the necessary give-and-take. It is interesting to 
report that during the year the characteristic pattern of the 
majority of members has been one of greater maturity; a 
few have demonstrated dramatically that they have become 
more resourceful and more independent people. 

In all discussions we place great emphasis on the free ex- 
pression of feeling, thinking, and individual participation. 
This helps to break down inhibitions. The most constricted 
individual finds a level at which he can express himself. even 
if it is merely by changing his seat. In general. an ex- 
pression of feeling engenders further feeling in others. 
John’s report that he was the only one who came for bowling. 
after the club had decided that one meeting be devoted to 
this activity, evoked complete silence. But when he added. 
“IT just don’t think we are getting anywhere,” his thought 
created many different feelings among the various members. 
One person responded as if this were an attack on the 
group; another felt it was an attack on the volunteer leader. 
Bob added to the group’s frustration when he chimed in 
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with “Amen, brother.” agreeing with John that the one 
thing they wanted was more activities for the men. 

A discussion involving the return of a patient to the hos- 
pital for further treatment caused the entire club to identify 
strongly with the situation. The personal threat that some 
members experienced was minimized by the positive steps 
taken by the group. It is from such emotionally charged 
situations that relationships between people arise. Some 
have long-term meaning. others are transient. Thus as 
group adjustment occurs. acceptance of individuals by other 
groups. including family. friends, and employers. is en- 
hanced. Several patients diagnosed as chronic schizo- 
phrenics have made a significant recovery through the com- 
bined efforts of hospitalization, an after-care clinic, and 
participation in our group. 


Importance of Leadership 


The success of such a club depends upon the personalities 
of the volunteer leader and the professional advisor, and 
the cooperation of the mental health association, or agencies 
which promote the project. However, the greatest responsi- 
bility falls upon the volunteer leader, who must first of all 
be a positive person. His flexibility is also a key factor: he 
should have the ability to experiment with the group’s ideas. 
without dominating the action. Perhaps later a member of 
the club will assume some leadership. The professional 
advisor is important in evaluating meetings. helping the 
volunteer clarify his thinking. formulating plans. and dis- 
cussing problems presented by members. 

The road back to good mental health is strewn with such 
hardships as securing employment, attaining economic se- 
curity. enjoying home surroundings, strengthening family 
ties. and participating in wholesome recreation. Many com- 
munities have begun to do something about most of these 
problems through mental hygiene clinics and vocational 
rehabilitation services. But little has been done about the 
social-civic problems. This is a challenge that requires no 
money, no special building. only the human resources of the 
community. The Make-a-Friend Club is such a resource. 
It has given its members a sense of achievement. recognition, 
and encouragement. Each person now has a sense of belong- 
ing that is fundamental to his health, happiness. and effec- 
tiveness as a human being. 


SELF-MEDICATION: ANOTHER STEP 
TOWARD SELF-RESPONSIBILITY 


Since the end of World War II, mental hospital staffs have 
become increasingly aware of certain unintended conse- 
quences of purposeful social action. For instance, it has 
become quite clear that hospitalization itself, apart from 
pathogenic processes within the patient, tends to depersonal- 
ize the individual, impoverish the social self, and increase 
dependency. Therefore. various measures have been taken 
to “de-institutionalize” the institution. In many ways, ef- 
forts are being made to give the patient more opportunity 
for a variety of experiences and more responsibility for 
meeting the requirements of institutional living on his own, 
rather than as imposed by external authority. 

Since the advent of tranquilizing drugs. it has become 


customary to issue to the patient leaving the hospital for a 
weekend visit or for a leave of absence the usual dosage of 
the drug with instructions for taking it. With rare excep- 
tions this policy has worked well. 

Recently, in order to reinforce this aspect of self-care, 
patients in the hospital have been given a prescription for a 
week’s supply and have been expected to take it to the hos- 
pital pharmacy to be filled. They then assume the respon- 
sibility for taking the drug as prescribed. The doctor also 
writes an order specifying the drug, dose. time, and dura- 
tion, thus relieving the nurse from charting them. 

This practice began in May at the Perry Point VA Hos- 
pital and by the beginning of July 70 patients were on a 
weekly schedule and 56 on a daily schedule of self-medica- 
tion. This involves seven psychiatric wards, and new pa- 
tients are added to the program as fast as the ward psychia- 
trists and their staffs find patients at a suitable level of 
functioning. To date, only one patient has had to be re- 
moved from the program for failure to comply with the 
requirements. 

Diabetics are taught to administer their own insulin and 
to control their diets. The self-administration of drugs for 
mental hospital patients establishes another continuity be- 
tween hospital life and that of the community to which they 
will be returned, and is one more step in the effort to close 
the gap between the world of the hospital and all other 
social worlds. 

S. P. Lacerva, M. D., Director, Professional Services 

E. A. Kennard, Ph.D., Chief, Anthropology Service 
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Master Menus 
Don't Destroy 
Initiative 


By ETHEL J. BOYLE 


Food Administrator 
Department of Public Welfare 
Springfield, Illinois 


NE OF THE CRITICISMS leveled against the use of mas- 

ter menus is that it takes away from the dietitian or 
food manager some of the initiative and imagination used in 
planning menus. We maintain, however, that the time which 
would be spent in menu planning can now be devoted to 
using that initiative and imagination to improve the methods 
of food preparation and service; to concentrate on closer 
employee supervision; to develop inservice training pro- 
grams for employees and working patients; and to con- 
stantly think about and plan for improved time-saving meth- 
ods of operation. 

The twelve mental hospitals in Illinois, the two schools 
for the mentally retarded, and the twelve educational and 
rehabilitation centers, all of which are under the care of the 
Department of Public Welfare, operate on a master menu 
plan. 

Basic operating procedures and policies emanate from the 
office of the Food Administrator and Supervisor of Home 
Economics for the Welfare Department. It is the responsi- 
bility of the dietitian or food service manager in each of the 
hospitals and schools to put the procedures and policies into 
effect and to ensure the efficient, economical operation of 
all phases of the dietary service. 

While most of the hospitals involved operate similarly, 
each hospital is, of course, in a class by itself in many re- 
spects. The patient population varies from 480 patients in 
one hospital to more than 8,000 in another. The hospitals 
with farms, which produce beef, pork, and vegetables, must 
face problems unknown to the hospitals which purchase all 
of their food commercially. The new hospitals, or those 
recently remodeled, have better facilities for preparing foods 
by different methods. The number of kitchens (varying from 
one to four) and the number of serving areas (as many as 
35 in some institutions) present diverse problems of food 
control, distribution, and transportation. 

Bearing all these variables in mind, the food administra- 
tor and her staff, with suggestions from the dietitians and 
food managers from the hospitals, have prepared two sets 
of master menus, one for spring and summer and one for 
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fall and winter, to take care of seasonal changes. Since cen- 
tralized state purchasing is done on a quarterly basis, and 
there are approximately 13 weeks to a quarter, a set of five 
weeks of menus is planned in each series. Master menus 
Nos. 1 through 4 are rotated for 12 weeks and menu No. 5 
is used the thirteenth week. The same menu, on a given day, 
is served in all the hospitals to patients and employees alike. 


Recipes Standardized and Distributed 


Recipes used in conjunction with the master menus have 
been standardized, photographed on 8” x 5” cards, and dis- 
tributed to each hospital. In addition, the recipes are writ- 
ten in the Master Menu Manual used as a guide in carrying 
out the master menu program. The manual also contains 
information explaining the relationship of other services to 
the dietary service: material on gardening and canning; the 
proper weights to slaughter cattle and hogs; inventories; the 
use of government surplus items; specifications; distribu- 
tion and portion controls; the procedure for preparing quar- 
terly requisitions; equipment requirements for food prepara- 
tion, service, storage, and sanitation; and basic principles of 
food preparation. The manual includes a timetable for 
cooking fresh vegetables, a table of abbreviations and equiv- 
alents, a table of weights and their approximate equivalents 
in measure, plus a list of the size portions to be served and 
the serving utensils required. A nutritional analysis has been 
made of all the master menus to ensure a diet of optimal 
nutritional adequacy. and one section of the manual is de- 
voted to modified diets. 

The master menu plan, it will be found, is not as rigid as 
it may sound, for circumstances necessitate a certain amount 
of flexibility. During the summer months, produce from an 
institution’s garden must be used as it matures and hence 
may replace the vegetables or salads listed on the master 
menu. Late deliveries, breakdown of equipment, shutdown 
of power during major repairs, and other causes may force 
the dietitian or food manager to substitute one food item for 
another similar one. These substitutions, which must be re- 
ported to the food administrator’s office with a reason for 
the substitution, are not, however, as frequent as one might 
expect. 

Flexibility is also permitted in the methods of preparation. 
It would be impossible, in a hospital with 8,000 patients, to 
fry eggs in a central kitchen for everyone and have them 
even resemble fried eggs when they reached the patient! 
The eggs may be scrambled, however, or cooked in the shell. 
In the same way. preparing and distributing 8,000 ham- 
burger patties for a meal might be difficult, but it would be 
comparatively easy to serve California-style hamburgers on 
buns. 


Food No Longer Used as a Bribe 


There have been many advantages to the master menu 
plan. Offering one menu to patients and employees alike en- 
ables everyone to eat well. Food can no longer be used as a 
bribe or reward in getting patients to work. Patients who 
accept work assignments, especially in the dietary area, now 
do so because they want to work, knowing that it is a step 
forward in their return to normal family and community 
life, and not because they will be getting the extras in food 
that only employees used to get in the dark ages of mental 
hospital care. Moreover, with a set of master menus, it is 
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easy to determine the kinds and quantities of all food items 
required for a quarterly period. By using the information 
contained in the Analyses of Food Requirements, which in- 
cludes the portions per pound or unit of foods used, and 
the number of patients’ and employees’ meals per quarter, 
the guesswork has been taken out of requisitioning. 

To illustrate the variety offered for a per capita raw food 
cost of approximately twenty cents, the following typical 
menu is offered: 


MASTER MENU NO. 1 (SPRING AND SUMMER)— 
MONDAY 


Breakfast Dinner Supper 
Orange juice Roast veal—gravy Sausage patty 
Cornflakes—milk Whipped potatoes Escalloped corn 

and sugar Buttered spinach Tossed green salad 
Eggs (2) Bread—butter —French dressing 
Toast—butter Fruit Jello Bread—butter 
Coffee Coffee or tea White cake—choco- 

late icing 


Milk 


Just as you can lead a horse to water but not make him 
drink, so too can one go all out in the area of food prepara- 
tion and still have the patient not eat. Here is one vital 
area in which the initiative of the dietitian in the hospital 
comes into play. Realizing the importance of attractive, 
pleasant, and cheerful surroundings, and remembering the 
effect of “eve appeal” upon the appetite, she can make many 


changes in the food service area. Colorful, lightweight, 
plastic dishes and compartment trays are replacing the metal 
compartment plates or trays and cups. More and more pa- 
tients are being given a full complement of silver instead of 
one dessert spoon to serve as a knife, fork, and spoon. Old, 
long, wooden tables and dilapidated chairs are being re- 
placed by attractive. colorful, Formica-top tables, seating four 
or six, with matching chairs. Floors are being repaired, 
walls and ceilings are being painted in all hues of the rain- 
bow, and handsome drapes are beginning to adorn the win- 
dows of once drab dining rooms. 


Team Work Leads to Improvement 


In the Illinois Department of Public Welfare, the dietary 
service is coming into its own. The efforts to improve the 
food and food service have required the help of every other 
administrative and therapy service in the hospital. Through 
this working relationship with others—teamwork—a better 
mutual understanding has developed between services. No 
longer do the dietary employees feel that their service is be- 
ing taken for granted by those who are so dependent upon 
it. It is recognized how important good food service is both 
to patient rehabilitation and to employee morale. We feel 
that recognition has been earned by progress, which means 
constant improvement. Because of the shortage of employees 
and the shrinkage of the dollar, a great deal of thoughtful 
planning and ingenuity has been needed on the part of chiefs 
of service on the state and hospital levels, with the unstinting 
teamwork and enthusiasm of all those in their departments. 


THE MANUFACTURERS DIDN’T EXPECT THIS! 


In any hospital, food preparation presents a major prob- 
lem, and in an institution for the mentally retarded the 
situation is further complicated by the special needs of the 
patients. Due to problems of chewing or swallowing, many 
severely retarded or physically handicapped patients are 
unable to handle foods in the form in which they are pre- 
pared for the general or house diet. 

Many of the hospitals in California, therefore, turned 
to the mechanical soft diets, and liquified and homogenized 
preparation. This meant using cannery food pulpers, grind- 
ers, choppers, dicers. and food blenders, and even with the 
advent of gallon-size blenders, chopped foods continued to 
be a problem in handling and processing. 

Finally, a suggestion was made that a gatbage grinder or 
disposal might do the trick; experiments were begun—and 
it worked! Foods could now be ground directly into con- 
tainers from which they were to be served. To prevent any 
possibility of contamination, personnel from the California 
State Department of Health ran a series of tests and estab- 
lished a cleaning procedure. An additional recommendation 
was made that the disposal units used for food grinding 
should be all steel to prevent electrolytic action in the 
cleaning process. 

The units in use in the California institutions for the men- 
tally retarded are mounted in portable worktables with a 
lower shelf to hold containers. Thus, when cooked foods are 
to be ground, the unit can easily be transported to the point 
of first use. 


The new procedure will certainly be a great help to all the 
hospitals in California. Just how much help is indicated by 
the fact that one of our institutions, with an average popu- 
lation of 2885 patients, serves almost 600 mechanical soft or 
homogenized diets each mealtime. 

LeRoy Bleich, Assistant Food Administrator 
Dept. of Mental Hygiene, Sacramento, Cal. 
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What 


Participating nurses were taught evac- 
uation methods such as the pack strap 
earry (illustrated above) for the re- 
moval of injured, ill, or aged patients. 


Teams of nurses, such as the ones above using CO. extin- 
guishers, entered a simulated ward where fires had actually 
been set. Their job was to remove patients, while con- 
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to Do 


Till the 


Fireman Comes 


More than 800 representatives from hospitals. in- 
stitutions, and federal, state, and local agencies turned 
out for a one-day Hospital Patient Evacuation and 
Fire Control Institute held recently at the U.S. Naval 
Training Center, Bainbridge, Md. The institute was 
sponsored by the VA Hospital at Perry Point, Md., in 
cooperation with the Naval Training Center and the 
Maryland -District of Columbia-Delaware Hospital 
Association. Director of the activities was Lt. Robert 
McGrath, a veteran of 25 years with the Chicago Fire 
Department. 


trolling the fire from several points. These teams were 
taught the latest fire control evacuation methods to form a 
teaching nucleus for their own institutions. 
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Key hospital personnel were taught 
methods of fire precaution and control 
so that they might return to their own 
hospitals and demonstrate these meas- 
ures to the rest of the employees. 
Participating personnel were shown 
how to use whatever might be avail- 
able, such as extinguishers, blankets. 
sheets, sand, or even paper. They 
were first taught the methods of res- 
cue, evacuation, and_ extinguishing. 
and then allowed to practice what they 
had learned. 


Lt. McGrath, who travels around the 
country conducting these _ institutes, 
demonstrates the cradle drop method 
of lifting patients from bed. Follow- 
ing the demonstrations, Lt. McGrath 
showed a color film, which he directed, 
entitled, “Emergency Removal of Pa- 
tients.” His lectures and manual on 
fire safety are well known throughout 
the world, and he is no stranger to 
hospitals, having served four years as 
a hospital inspector in charge of fire 
safety for 105 institutions. 


To set the stage for as near normal 
situations as possible, actual fires were 
started in a number of different areas, 
both inside and out. Lt. MeGrath’s 
theme is what to do in the critical mo- 
ments between the start of a fire in a 
hospital and the arrival of the fire 
engines. He _ realistically combines 
simple methods of evacuating patients 
with a course in combating panic 
through creating confidence among 
nurses, patients, and attendants in 
their ability to cope with any situation. 
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Stelazine 


brand of trifluoperazine 


to help you reach 
the chronic psychotic 


Because of its clinically demonstrated effectiveness in the 
treatment of chronic psychotics, ‘Stelazine’ therapy 
should be tried for such patients, no matter how dis- 
couraging the results of previous therapies may have been. 


an awakening effect 


Allen! reports that ‘Stelazine’ had an awakening effect on 
chronic patients “who had previously been lacking am- 
bition, initiative, or interest in their surroundings.” 


delusional and hallucinatory trends alleviated 


‘Stelazine’ also “alleviated delusional and hallucinatory 
trends and facilitated communication and psychotherapy. 
... To appreciate the significance of this progress, it must 
be remembered that these patients had spent years on 
closed wards, beyond the reach of any available form 
of therapy.” 


1. Allen, V.S.: Trifluoperazine in the Treatment of Drug-Resistant Schizo- 
phrenics, J. Clin. & Exper. Psychopath. 20:247 (Sept.) 1959. 


KLINE & 
FRENCH 


leaders in psychopharmaceutical research 
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REVIEWS & COMMENTARY 


READERS’ FORUM 


More on Lay vs. Medical Administration 


I hope I may be forgiven for answering in one communi- 
cation the two responses in the October Readers’ Forum to 
my September article in Menta Hospitats. Each of these 
letters raises separate issues and by rights deserves a separate 
answer. 

I was truly embarrassed to learn that this subject had been 
previously dealt with. In making what seemed a reasonably 
diligent search of the literature | somehow did not come 
across the articles to which Dr. Duval refers. Reviewerman- 
ship knows no better ploy than that which states that the 
material is repetitious, especially when the critic can cite his 
own work as reference. I would hope, however, that a fresh 
statement of views on an important subject would do no 
harm. 

I cannot agree with Dr. Duval that the problem is 
diminishing. The task of motivating young and truly talented 
psychiatrists to commit themselves to the arts of adminis- 
trative therapy or the broader endeavors of public service 
in a general sense, constitutes a primary challenge for 
organized psychiatry in our time. 

As for mental retardation, anyone who has worked seri- 
ously or for any length of time in this field could not be 
satisfied that its dimensions are limited by educational and 
training considerations alone. The demands on the milieu 
therapist in mental retardation are, if anything, more com- 
plex than those upon his counterpart in mental illness. 
Among them is the necessity that he have thorough ground- 
ing in neurology as well as psychiatry. In this connection, 
I would refer Dr. Duval to an article of mine which ap- 
peared in the August 1956 issue of the AMERICAN JOURNAL 
OF PSYCHIATRY. 

Mr. Sheffel’s brilliant rejoinder strikes at the heart of the 
matter. I find that I cannot disagree with a single thing he 
has said. Although the skills of the effective psychiatrist and 
the effective administrator are contiguous at many points, at 
numerous others they are not only disparate but actually 
antagonistic. The matter of delegation of responsibility is 
an instance in point. There can be no doubt that the passage 
from psychiatrist to administrator poses conflicts of role for 
the individual. This must be due, in part at least, to the 
fact that there is in most places little in his basic medical 
education or postgraduate training that prepares the psychia- 
trist for these different and somewhat uncomfortable chal- 
lenges. This shift very often requires a relinquishing of the 
“doctor image” that he has so carefully cultivated and main- 
tained for his own self-esteem and his performance before 
the world. 
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People who ask if it were not better for the psychiatrist 
to be “relieved of administrative details” betray a naive and 
even contemptuous view of administration, as if administra- 
tion consists of little more than ordering shoes and soap or 
devising new record forms. Those functions listed by Mr. 
Sheffel are more pertinent, are in fact central to the role, 
as are those of selecting and training the right people for the 
treatment job to be done and, most importantly, making the 
critical decisions which build the institutional character of 
the organization and determine its future course. 

The problem of providing formal training in administra- 
tion is a difficult one. In the light of present knowledge this 
should take about a year; this is still an “easier” proposition 
than the ten years required for producing a psychiatrist. 
This is said in no way to denigrate or minimize the evolu- 
tionary and perpetual nature of administration as a science, 
or its intrinsic beauty and fascination as an art. Unfortu- 
nately, it takes high courage on the part of an established 
administrator to let loose one of his promising young men 
for even this period of time. Furthermore the prospect of 
another period of journeymanship. after the years he has 
already spent, is a real obstacle for the tyro. It is to be hoped 
that principles of administration can be inculcated, and 
administrative talent developed at more basic stages of 
psychiatric training. 

The establishment of a position of trained lay hospital 
administrator as assistant is eminently valid. Minnesota, 
among other states, uses this method to excellent advantage. 

I hope I may in the future have an opportunity to present 
“a more thorough discussion” of administrative as against 
medical skills which the superintendent must possess. The 
highest compliment I can pay to Mr. Sheffel is to state that 
his letter has had an intensely stimulating effect upon me 
to proceed in this direction. 

David J. Vail, M.D., Assistant Medical Director 
Division of Medical Services 
Minnesota Department of Public Welfare, St. Paul 


‘Protecting State Hospital Function” 


Dr. Sheeley’s point in this article, which appeared in the 
October issue of MeNnTAL Hospitats, is well-taken and 
timely. State institutions have an ever-present responsibility 
to define their functions so clearly that not only their 
own staffs understand it (and this requires some doing) but 
also that the general public is made aware of it. When this 
is done, the public will see to it that the institutions are 
given only appropriate patients to treat. More important, the 
public will develop the resources needed to care for the other 
groups so colorfully described by Dr. Sheeley. 

It is understandable that the superintendent of a state 
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mental hospital should feel indignant over the heterogeneous 
nature of his patient load. What I find difficult to under- 
stand, however, is a psychiatrist’s rejection of patients by 
categorizing them with such terms as “refractory youths, 
with their playful dallying . . . and pixy-ish absences,” or 
“lack-lustre, life-long ne’er-do-well.” Certainly they do not 
belong in Dr. Sheeley’s hospital, but neither do they benefit 
from such scornful attitudes. If a more suitable program is 
available, then these “misfits” will benefit by a transfer as 
much as will the hospital, but let us not vent our feelings on 
them by name calling. 

I agree, however, that the mental hospitals should not be- 
come catch-alls for community problems. Other resources 
must be developed and soon. 

Mrs. Marjorie H. Kirkland, R.S.W. 
Chief, Psychiatric Social Service 
Lynchburg Training School and Hospital, Virginia 


Competent Professionals? 


To those of us who have long considered the state hospital 
potentially as fine a treatment center as any other, Dr. 
Sheeley’s words bring renewed vigor. How vital to have a 
positive concept of ourselves (and our services) and to con- 
vey these feelings to the general community! How important 
to let the public know that we are the experts who decide 
whom to treat and what humanitarian treatment to apply! 

Is not Dr. Sheeley’s “pruning process,” however, a result- 
ant in part of the expertness and value systems of the experts 
working in the state hospital? Can we expect attitudes such 
as his to prevail in all or most professionals presently in that 
setting? Perhaps what is needed first is thorough pruning 
among staff at all levels to determine psychiatric competency 
and motivation for promoting patient welfare. It seems to 
us that community thinking will undergo positive change 
when those professionals working in the state hospital are 
competent and confident enough to effect such change. 

Significantly absent in Dr. Sheeley’s commentary is dis- 
cussion of the voluntary patient and the problems he often 
creates in regard to protecting state hospital function. It 
is to be hoped that Dr. Sheeley will add to his views in the 
future. 

Martin Cohen, Ph.D., Psychologist 
Jackson State Hospital, Illinois 


Suicides Not Increased by Community 
Psychiatric Service 


In a recent report entitled, “Observations on European 
Psychiatry,” prepared by Barton, Farrell, Lenehan, and 
McLaughlin, the statement was made that the release of 
patients unrecovered from mental illness was causing some 
concern in the communities in England. Also, in the Sep- 
tember 1958 issue of THe Lancet, official journal of the 
British Medical Association, it was stated that “the early 
release of patients and the practice of maintaining them in 
the home has produced some concern over the number of 
suicides.” This had particular reference to the Worthing 
Experiment (see MenTAL Hospitats, Nov. 1959, p. 24.) 

A personal communication from Dr. Joshua Carse, med- 
ical superintendent of the Graylingwell Hospital in Chi- 
chester, presents the following illuminating statistics ob- 


tained with the cooperation of Mr. Fraser Haddock, coroner 
for the Worthing and district area. who holds an inquiry 
into all cases of suicide: 


1956 (the year before the Worthing service started )— 
20 suicides 

1957 22 suicides 

1958 21 suicides 


Of the 43 suicides which occurred in the area in 1957 and 
1958, the Worthing service was involved in only 9. In 
three of these cases, the patients had been strongly advised 
to enter the hospital but refused to cooperate. Three women 
had been discharged from the service following treatment 
and were regarded as being in remission. The remaining 
three, all women, were in treatment in the community service 
of the Worthing district, but gave no indication of being 
suicidal. 

It is also interesting to note that 2 of the 43 patients 
had been treated in the Graylingwell mental hospital, and 
committed suicide after discharge. It would appear from 
these figures that community psychiatric treatment causes 
no greater incidence of suicide than does hospital treatment 
and that hospital treatment does not necessarily mean that 
the risk of suicide is avoided. 


Walter E. Barton, M.D., Supt. 
Boston State Hospital, Mass. 


FILM REVIEWS 


Several months ago, MENTAL HospItTALs reviewed a num- 
ber of films produced by state agencies to inform citizens 
about their state mental health facilities. A number of mental 
hospitals have also embarked upon film-making ventures and 
some of these productions are most impressive. Most of them, 
however, are intended for inservice training and not for the 
general public. This month’s film column reviews several of 
the thirty films made by the Nebraska Psychiatric Institute 
in Omaha. Also reviewed this month is NO MARGIN FOR 
ERROR. which was shown at the 11th Mental Hospital Insti- 
tute in Buffalo. 


HANDS (color, 28 minutes, produced by the Nebraska 
Psychiatric Institute) 


This excellent film is aptly titled since hands tell the whole 
story: faces are never shown, although the voices of the 
patient, occupational therapist. psychiatrist, and various 
others in the story are heard. HANDS illustrates exactly 
how occupational therapy is used in mental hospitals to add 
to the psychiatrist’s understanding of the patient as well as to 
assist the patient in the long, hard road back to recovery. 
We watch the hands of a schizophrenic young woman as 
she pounds clay. Then the occupational therapist’s hands 
enter the picture frame as she shows the patient how to make 
figurines. Although the patient will not speak, the childlike 
and faceless figures she makes indicate to the psychiatrist 
that she is trying to say something, and he encourages the 
O. T. to keep working with the girl. Eventually. she starts to 
talk—though in a hostile and scornful way—to the O. T. 
worker, and directs her anger toward her instead of to the 
clay. 

We learn that the patient has a fear of being ridiculed. 
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As the O. T. praises her work, she seems gradually to lose 
her fear. One day, she asks how to make a “happy face” 
and, little by little. becomes able to mold faces which, if 
not exactly “happy.” are at least less angry and miserable 
than her previous faces. Now she asks for a different kind 
of craft work and begins to take pleasure in the belts and 
wallets she makes of leather. Soon her occupational therapy 
takes the form of relearning her typing skill and. after 
eighteen months in the hospital, she is able to go home for 
a trial visit. Not long after, she goes home for good and 
returns to her old job. 

When HANDS was shown at the Mental Hospital Institute, 
response was highly favorable. Viewers thought it a valuable 
information film for all hospital employees and some thought 
it could even be used with the general public, provided a 
resource person were on hand to point out that O. T. is only 
one part of the hospital’s treatment program. The film could 
also he used to give volunteers a conception of what O. T. 
is like. in the hope that they may be interested in assisting. 
It is likely that this film will be added to the A. P. A. Mental 
Hospital Service Film Library in the near future, although 
library users are requested to withhold their requests until 
they receive supplementary booking forms to the Film 
Catalogue. 


Other Nebraska Psychiatric Institute films that were re- 

viewed are as follows: 
NO MARGIN FOR ERROR (black & white, 30 minutes, 
produced by Dynamic Films for the Wm. S. Merrell 
Company, Cincinnati, Ohio. Available on loan to profes- 
sional groups from Wm. S. Merrell Company.) 

To avoid lawsuits based on claims of negligence. hospitals 
should emphasize accurate communication between physi- 
cians, nurses, and other personnel. This film shows how 
errors can sometimes creep into operating room procedures 
despite “fool-proof” checking systems. how verbal medica- 
tion orders can be misunderstood, and how orders written 
illegibly can cause delay in administering medication. Al- 
though oriented to the general hospital. the film has applica- 
tion to mental hospital procedures and would be useful for 
training purposes. 


ABOUT PSYCHIATRY (color, 22 minutes) 

\ quick but thorough trip through NPI, giving an overview 
of the treatment and training facilities. Outside of Nebraska, 
it will be of interest chiefly to hospital officials who would 
like to know more about Omaha’s unique institution. 


PSYCHIATRIC CLASSICS #11 — PATIENT INTER- 
VIEW: DR. WILLIAM TERHUNE (color, 15 minutes) 


One of a series of 19 filmed interviews between various 
patients and a roster of outstanding psychiatrists, this film 
has Dr. Terhune eliciting information from a young woman 
obsessed by a fear of germs. Later, the doctor distinguishes 
between phobic reactions and obsessive-compulsive patterns 
for the audience, presumably students. 


TREATMENT OF THE ALCOHOLIC #1 —AP- 
PROACH TO THE PATIENT (color, 23 minutes) 

An interesting case history serves as the thread of story 
on which to hang various important points which the doctor 
must keep in mind when treating the alcoholic. The film also 
clearly reveals what the patient himself goes through before 
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he fully accepts his need for treatment. Despite some flaws 
in the sound reproduction, this film should be a highly useful 
teaching aid for medical and nursing students. 


NPI is to be commended for producing these fine films 
and also for using them imaginatively in their training pro- 
grams. It is to be hoped that, at some future time, some 
plan of national distribution may be worked out so that these 
films can be shared with other training centers. 

Jack Neher 
Mental Health Materials Center 


BOOK REVIEWS 


MENTAL HEALTH MANPOWER TRENDS — By 
George W. Albee, Ph.D., Joint Commission on Mental 
IlIness and Health. Monograph Series No. 3, Basic Books, 
New York, 1959, 405 pages, $6.75. 

Dr. Albee’s book is a remarkable overview of manpower 
in the mental health field. He has succeeded in combining 
broad perspective and penetrating analysis without sacrific- 
ing clarity of exposition. Although his findings will not be 
too surprising to those faced with shortages of professional 
manpower in their own program effort, all will be in his 
debt for this documentation of the nature and degree of 
such shortages. 

What does Dr. Albee find? We will never have enough 
professional personnel to give even the most minimal care 
to mental patients, unless our recruitment and training ef- 
forts can be stepped up to keep pace with our present rate 
of population growth. 

What of the manpower aspects of our deficiencies in pa- 
tient care? Nearly 25 per cent of our budgeted positions for 
physicians and psychologists stand unfilled. A slightly lower 
percentage, 20 per cent, applies to vacant budgeted jobs for 
psychiatric nurses and social workers. 

How would we stand if budgeted positions were filled? 
Filling our budgeted positions would by no means assure 
adequate care as defined by the criteria of the American 
Psychiatric Association. According to these standards, our 
hospitals would still be only 20 per cent adequate in nursing 
staff, 36 per cent adequate in social workers, 45 per cent in 
physicians (including foreign interns and residents). and 67 
per cent adequate in psychologists. 

Reviewing the situation in the four major professional 
areas we find that we are not producing enough psychiatrists 
to maintain the present ratio (one psychiatrist per 18,000 
population). We are certainly not turning out what is often 
quoted as the ideal number of psychiatrists—twice as many 
as we have today. Complicating the quest for psychiatrists 
is a threatened reduction in the supply of physicians who 
are, in a sense, the raw material from which psychiatrists 
are produced. If present population trends and medical edu- 
cation plans remain unchanged. we will add physicians at 
the rate of one per 1,000 population instead of the present 
ratio of one per 750 persons. 

The picture for psychologists is the brightest among the 
professions, although only about one-third of the growing 
number of psychologists engage in clinical services to the 
mentally ill. In spite of this, the expansion is encouraging— 
the number of psychologists has increased four-fold since the 
war. making a total of about 16,000 psychologists today. 
Dr. Albee shows guarded optimism in projecting trends in 
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the supply of psychologists, feeling evidently that a combina- 
tion of increased college enrollment, plus increasing expo- 
sure of undergraduate students to college psychology courses 
will contribute to an increased manpower pool in psychology. 

This does not seem to be the case in social work, a field 
which requires 50,000 more trained people by 1960, accord- 
ing to Dr. Albee. Since schools of social work train no more 
than 2,000 students per year, there is no room for optimism 
in this field. In addition, of the 80,000 trained social work- 
ers in the United States today, only a small fraction are 
psychiatric social workers. 

Dr. Albee examines problems in other professions related 
to mental health, such as occupational therapy and the 
clergy, practical nurses and attendants. 
The prognosis in these fields is equally | 
bleak. 

What is involved in meeting the needs 
which Dr. Albee has so thoroughly doc- 
umented and modifying the trends he 
projects so vividly? In the staff review | 
of the book we are told, 


“The only possibilities of changing 
this negative outlook for hundreds of 
thousands of mental hospital patients 
would require a great change in our 
social attitudes and a consequent mas- 
sive national effort in all areas of edu- 
cation, including large increases in the 
number of mental health personnel. or 
a sharp breakthrough in mental health 
research.” 


Dr. Albee makes it abundantly clear 
that planning to meet manpower needs 
in many professional fields must be done 
in the perspective of an existing general 
shortage of highly trained persons in a 
variety of technical and_ professional 
areas. He seems to be warning us that 
a successful recruitment drive in a spe- 
cific manpower area is robbing Peter to 
pay Paul. 


Social Values Cause Shortages 


Albee places the blame for shortages 
of professional manpower squarely on 
our prevailing social values—values 
which reserve the big payoff for the 
“imagineer” in the fields of production 
and distribution of products and serv- 
ices designed to sate our increasingly 
diversified demands for the physical 
props of life. The preacher, the teacher. 
the policeman, and the egghead (outside 
of industry) render a service which is 
low on our value scale. In the chapter. 
“The Crisis in Education,” he presents 
this assumption and offers persuasive 
grounds for his judgment. He has mar- 
shaled impressive and disturbing evi- 
dence of the decline in the support of | 
higher education. He is equally effective | 
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in describing and documenting the loss of brain power be- 
tween high school and higher education. He spells out dev- 
astating losses such as: 
between high school and college—40 per cent of high 
school graduates in the top one-fourth of ability do not go 
on to college. 
between college entrance and graduation—only 35 per 
cent of the top tenth of intelligence who enter college, 
graduate from college. 
less than two in 100 youngsters with ability equal to the 
upper half of students completing the doctorate go on to 
the doctorate. 
It is in the last chapter of the book. “Implications for the 
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Future.” that the author’s suggestions for corrective action 
are made. The first, and most obvious, is to train more 
mental health professionals. The second is to strive for a 
more favorable distribution of those professionals now avail- 
able. as well as those gained in any future effort. The third 
recommendation is to experiment with new ways of using 
personnel to get the widest possible application of the knowl- 
edge and skill of highly trained professionals. Albee’s fourth 
recommendation is to somehow increase the numbers of re- 
search personnel and to take all possible steps to facilitate 
the work of those relatively few persons now doing research. 
As he puts it. “But a handful of researchers are at work 
where an army should be laboring . . .” 

As a description and analysis of mental health manpower 
trends, this volume represents a job more than-well done. 
The reviewer recommends it without reservation to anyone 
wishing a broad view of the mental health manpower field. 
The 76 tables alone. containing data on such diverse topics 
as the position of states according to number of full-time 
employees per 100 patients in public mental hospitals. and 
rehabilitation salaries compared with railroad and industry 
salaries. make this a valuable reference source. — - 

Dr. Albee has been devastatingly effective in describing 
and giving some measure of a kind of Great Wall which 
impedes progress in mental health. The reader confronted 
with this wall may have one of two reactions: the awesome 
size of it may produce apathy and a turning away: or the 
challenge it presents may spur him on to greater efforts. The 
possibility of fostering this first reaction, futility, is a risk 
inherent in any comprehensive and objective Study which 
serves as a foundation for understanding a problem of this 
scope and gravity. On the other hand perhaps this is the 
virtue of Dr. Albee’s book. Those who respond to a crisis 
with renewed strength will find ample challenge in Dr. Al- 
bee’s presentation and ample stimulation for coming forth 
with recommendations of their own. 


Broad Social Changes Needed 


If we pursue Dr. Albee’s analysis to the depth, the Great 
Wall is seen to be but the visible manifestation of an even 
more massive deterrent to progress. Hidden below the sur- 
face as in an iceberg is a vastly larger understructure—the 
prevailing value system of ‘our society. It would be hard to 
dispute Dr. Albee’s premise that broad changes in our social 
values will be needed to reverse the general professional 
manpower shortage. There must be some basic adjustments 
in the strength of our educational system and the motivation 
of our youth to seek professional careers. But we must be 
cautious lest our overconcern with such basic changes be- 
come a consoling way of ignoring some of the more immedi- 
ate, and in some cases unpleasant, tasks at home. 

For example, it is interesting to note that a large per- 
centage of mental health career days and other informational 
activities are sponsored or initiated by lay organizations 
and persons not themselves active in the mental health pro- 
fessions. Are these persons the more eager salesmen because 
theirs is a more romanticized view of mental health work? 
Or, more important, are we who do work in the mental 
health field ambivalent about the attractiveness of employ- 
ment and career opportunities in the field? 

It may be that our first duty is to re-examine our own 
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feelings about the desirability of working in a public men- 
tal hospital or clinic and to take more vigorous steps to 
make known and correct those facets of our work which 
dampen our enthusiasm for career recruitment. When we in 
the field have come to the point where we have enough en- 
thusiasm to spill over to others, we can begin to fight for 
an equal awareness of mental health careers in the minds of 
youngsters. The passage of time will help in this effort be- 
cause it is partly a matter of time for behavioral sciences to 
become more widely accepted and recognized as full mem- 
bers of the family of sciences. It is partly a matter of time 
until students in grade school and high school are introduced 
to the fundamentals of behavioral science in a manner iden- 
tical to that in the physical sciences, although the treatment 
given even these sciences leaves something to be desired. 

Dr. Ewalt. writing in the staff review of Dr. Albee’s book. 
speaks briefly, but eloquently, for the need to develop an 
image of the mental health professional which will guide 
the potential recruit. However, an image is but a figure on 
a ground. The average youngster has no ground on which 
to place this image. How many students entering college 
have been instilled with an interest in the objective analysis 
of behavior or have even had an opportunity to learn in 
school that one can be objective and scientific about be- 
havior? What must be our disadvantage in the competition 
against agriculture, engineering, commerce, and law for 
early recruits into the mental health field? 

It has been noted that Dr. Albee emphasizes that planning 
to meet manpower needs in many professional fields must be 
done in the perspective of an existing general shortage of 
highly trained people. Without in any way wishing to de- 
tract from the significance of this assumption and its impli- 
cation for attention to the broad social factors that may 
underlie this shortage, this reviewer would nevertheless coun- 
sel even more vigorous efforts to recruit into the mental 
health and behavioral science fields. The justification for 
such counsel lies in the reviewer's affirmative answers to the 
following questions: 

If such recruiting is successful in diverting young people 
from industry and commerce and the physical and biological 
sciences, into the mental health and behavioral science 
fields, is it not possible that our society’s capacity for pro- 
duction, distribution, and utilization, would be enhanced? 
Is it not possible that there are significant numbers of bright 
young people for whom careers based on the physical and 
biological sciences hold no attraction, but for whom the 
notion of being scientific about behavior would be a power- 
ful challenge? Might not significant numbers of these re- 
cruits reside in that large fraction of our total bright 
youngsters who do not now go on to college or into the 
professional fields? Have we not only a right, but a respon- 
sibility, to make this newest of intellectual frontiers known 
to every youngster capable of meeting the challenge? 

This reviewer would like to think that his reactions are 
indicative of the virtues of Dr. Albee’s book. The momentum 
gathered in reacting to this scholarly analysis has persisted 
after the book was closed. If others share this reaction, this 
book will have achieved the objective of mobilizing action 
to reverse the negative manpower trends the author has so 
ably demonstrated. 


William P. Hurder, M.D. 
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NURSING HOME MANAGEMENT — Ralph C. Wil- 
liams, B.S., M.D., Director, Division of Hospital Serv- 
ices, State Department of Public Health, Atlanta, 
Georgia; Margaret Bull Armstrong, R.N., Director of 
Nursing Services, Thomas Memorial Hospital, South 
Charleston, W. Virginia; J. Fred Gunter, B.B.A., As- 
sistant Administrator, Kennestone Hospital, Marietta, 
Georgia; Edith McCulloch, R.N., formerly Director of 
Nurses, Kennestone Hospital, Marietta, Georgia; Jack 
Stiller, Chief of Licensure, Division of Hospital Serv- 
ices, State Department of Public Health, Atlanta, 
Georgia. $8.50. 


“Nursing Home Management” contains information which 
will be especially helpful to persons planning to start a home 
for the chronically ill or aged and to the licensing agencies 
who counsel prospective administrators. Its emphasis on 
checking state and local standards and ordinances in the be- 
ginning will, if followed, save time. money, and unhappiness. 
A review of the book with prospective administrators should 
help to deter those who have not considered the responsibili- 
ties involved and should serve as a useful guide to the sin- 
cere and capable applicant. Many points are stressed such 
as type of ownership, liability and insurance control, and 
the business management of the home. Sample forms for ac- 
counting are included, although, as stated by the authors, 
the services of a qualified accountant would be necessary in 
setting up this system. 

Mental hospital personnel who are seeking suitable homes 
for discharged patients may be interested in the brief review 
of the types of personnel and residents commonly found. A 
table of the most common diagnoses shows that “senility” 
makes up the second largest group of patients. 

The authors’ emphasis on written instructions from the 
examining physician about treatment and special services, 
plus periodic medical revaluation, will be appreciated as 
good practice in any institution. 

In the chapter on recreational facilities and group activi- 
ties the authors suggest attractiveness and safety. These are 
surely important. However, wall-to-wall carpeting, while 
both attractive and safe, would not be practical for many 
types of residents. The authors advise adequate space for 
outdoor and indoor activity. Although this is highly desir- 
able, only a small proportion of homes currently operating 
provide the recommended amount of space for recreation. 

Hospital personnel may wish to discuss with the licensing 
agencies and other community groups the activities men- 
tioned and the use of volunteers described. As the authors 
state, “a surprisingly large amount of organization is neces- 
sary to assure a good volunteer program.” Yet appropriate 
activities in the friendly environment of a carefully selected 
home are essential if discharged mental patients are to main- 
tain the level of improvement reached in the hospital. Many 
simple activities are mentioned such as “just visiting” or an 
occasional car ride as well as more complex group activities. 

Public health nurses who evaluate homes for licensing and 
who work to improve the care given will find many helpful 
suggestions throughout the book. In an effort to prepare a 
“reference for persons of varying background” some of the 
discussion of nursing procedures seems elementary for the 
R.N. yet not specific enough for the person not trained in 
nursing. This is not necessarily a detriment. The sugges- 


tions can serve as reminders to both the R.N.’s in homes 
providing professional nursing care and the public health 
nurse evaluators, who can demonstrate these simple nursing 
procedures to the less qualified personnel. The discussion 
may also suggest plans for securing skilled nurses as indi- 
cated. 

The nurses will welcome the emphasis on an adequate 
medical care plan, on safeguards for medicines, and on keep- 
ing the patients as active and useful as possible. Most ad- 
ministrators need a great deal of help with their nursing 
notes. This can best be taught in individual or group con- 
ferences which may account for the lack of explanation given 
by the authors. 

The general information on care of the aged furnishes 
good points for individual or group instruction. 

The suggestions for planning ahead to serve attractive and 
adequate meals are helpful. Some of the information on spe- 
cial diets could, perhaps, have been arranged more simply 
but the necessary information is there. 

The excellent safety check lists and the well-illustrated 
plans for self-help or for evacuation in disaster seem equally 
valuable for the R.N. or non-nurse administrator. 

Other members of the licensing team may wish to make 
use of the specific suggestions on planning an adequate 
laundry, maintenance of fire extinguishers, or the conversion 
of old buildings. 

“Nursing Home Management” should prove a valued ref- 
erence for many disciplines interested in or having responsi- 
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bility for planning a safe and satisfying life for older people 
or the chronically ill. It might even furnish suggestions for 
the geriatric wards of mental hospitals. It would be helpful 
if this book could be made available on a loan basis in public 
libraries or the libraries of licensing agencies. 


Roberta E. Foote, R.N. 


THE BIOLOGICAL, SOCIOLOGICAL, AND PSY- 
CHOLOGICAL ASPECTS OF AGING —By Kurt J. 
Wolff, M.D. Charles C Thomas, Springfield, Illinois, 
1959, 95 pages. 


This slim and easily readable book reviews the key works 
in the literature in three major sections as indicated in the 
title. Most professional workers in the field of gerontology 
have need of broad categories of basic information which 
are quite widely spread throughout the literature. Dr. Wolff 
has done a very commendable job of reviewing the current 
concepts in several large areas and condensing them into a 
single small volume. The style is very readable. 


Robert H. Dovenmuehle, M.D. 


THE PSYCHIATRIC NURSE IN THE GENERAL 
HOSPITAL — By Mary A. Tudbury. Charles C Thomas, 
Springfield, IL, 1959, 83 pages. 


This book is presented as a report of a study in which the 
problem is stated as: “By the use of certain techniques, is 
it possible to identify the indications for the inclusion of 
the psychiatric nurse expert on the staff of a psychiatric unit 
of a general hospital?” Specifically, the study purports to 
answer questions related to the role of the present psychi- 
atric nurses in the specific institution studied as seen by 
patients and personnel: what the nurses. attendants, and 
aides were doing: how the role of the nurses compared with 
the defined role of the psychiatric nurse expert: and what 
recommendations could be made in regard to the training of 
the psychiatric nurse expert and her inclusion as a member 
of the psychiatric team on a unit in a general hospital. 

The project was undertaken in a twenty-bed psychiatric 
unit devoted to psychotherapy research and located in a 
general hospital. During the five-month period of the study, 
the patient population was “low” and turnover was “rapid.” 
Most of the men and women patients were transfers from 
other departments of the hospital and represented “various 
types of mental diagnoses exclusive of the major psychoses.” 

The investigator used various sources of data, including 
literature concerning trends of psychiatric nursing. inter- 
views with patients and personnel, participant observation. 
direct observation, anecdotes, and time study. Several meth- 
ods of presenting data were used; among them, case material. 
tables, and discussion. 

Case material occupies a large portion of the body of the 
report. This relates how nurses did and could function in 
the care of patients. There is frequent reference to problems 
which were interpreted as interferences to effective function- 
ing as psychiatric nurses: “Lack of acceptance, heavy load 
of administrative functions, limited participation as a mem- 
ber of the psychiatric team, and increased need for inter- 
disciplinary communication.” 

Some of the interesting material presented could well be 
used in teaching. Undoubtedly, the material was or could 
have been significant to the personnel at the particular 
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hospital where the study was done, and perhaps to other 
organizations where similar problems exist. 

There were many disappointing aspects in the reading of 
this book. From the title and preface, one might hope and 
expect that the book would include materials significant 
because the psychiatric unit was located in a general hospital. 
Actually, the book was confined to the psychiatric area and 
personnel and was in no way related to the general hospital. 
Moreover, the problems emphasized are the same kinds 
which have existed in varying degrees in a great number of 
psychiatric hospitals and undoubtedly in other organizations 
too. In addition, there have been several studies, articles. 
and books which have given consideration both to these and 
to other problems and to how the nurse could contribute 
more effectively in the care of the mentally ill. 

Several questions were raised during the reading of this 
book. Why was the psychiatric nurse defined as one “who 
is responsible for the administration of nursing service” 
and then the administrative function so frowned upon? Can 
one rightly say that because nurses are employed in a certain 
hospital for less than a year. their activities could differ “for 
that reason” from those of an “experienced psychiatric 
nurse’? Are outbursts of crying or hostility by patients 
generally indicative of poor technique of a listener. and 
should the nurse routinely alter these outbursts by changing 
the subject and fortifying “the situation with immediate 
reassurance’? Haven't the terms “good nurse” and “good 
nursing” implied for some time that there would be a thera- 
peutic relationship between the patient and the nurse and a 
therapeutic environment created for the patient whether the 
illness was physical, emotional, or both? Is this a new 
concept? Why can’t we use the word “nursing” or “nursing 
care’ and feel that this implies elements of therapy which 
nurses can contribute to patient care? 

There were several details which, if included, could have 
enhanced this study. For example. how many nurses were 
studied? What is “low” patient population? What is “rapid” 
turnover? There were some errors which were disconcerting. 
Names of two leaders in psychiatric nursing were misspelled. 
Percentages of “observed” nursing activities in Table (A) 
add up to 105 per cent and thus make interpretation of these 
findings questionable. 


Marjorie J. Hook, R.N., Ed. D. 


CONFERENCE REPORTS 


N. J. Annual Psychiatric Institute 

The Seventh Annual Psychiatric Institute was held on Sep- 
tember 16, at the New Jersey Neuro-Psychiatric Institute. 
Princeton, in conjunction with the N. J. Neuropsychiatric 
Association and the N. J. District Branch of the A. P. A. 
During the one-day meeting. participants heard the main 
theme of the Institute. “Trends in Training,” presented. 
developed. and discussed by experts in the various disci- 
plines of hospital activities. 

Dr. Jack R. Ewalt. superintendent. Mass. Mental Health 
Center. pointed out that the psychiatrist's fundamental 
and unique contribution in the training of various groups 
involved in the treatment of psychiatric patients is to serve 
as a model of the ways in which a professional relates to 
patients and gains their confidence. 

Others spoke of the need for more and better-trained per- 
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sonnel in all disciplines — nursing, psychology, adjunctive 
therapies, social work, and chaplaincy. 

At the evening session, the second annual Nolan D. C. 
Lewis Award was presented to Dr. Clarence B. Farrar, “a 
prominent Canadian psychiatrist who for many years has 
had an outstanding record as a lecturer, author, and prac- 
titioner in the field of psychiatry.” Dr. Farrar is also the 
Editor of the American Journal of Psychiatry. 


Improvement of Chronic Patient Care 


The Sepulveda (Cal.) VA Hospital was host on September 
24 and 25, 1959, for a conference on improvement of chronic 
patient care. Resource person for the conference was Esther 


appreciation at being included in a professional meeting 
where the problems and the approaches in dealing with 
chronically ill patients were discussed with authority and 
with an opportunity for an exchange of information and 
experience. There was repeated acknowledgment tw -ugh- 
out the entire conference that the problems shared and the 
approaches indicated do not vary as widely as previously 
supposed among the many situations dealing with chronic 
illness or among the chronically ill patients in different diag- 
nostic groupings. 

Both the invited participants and the host hospital con- 
sider the conference to have been highly successful and to 
warrant its repetition at a future date. ‘ 


T. J. Hardgrove, M.D. 


Lucile Brown, Ph.D. of the Russell Sage 
Foundation, New York City. The con- 
ference format consisted of four focus- 

ing and structuring talks by Dr. Brown, | 
each of which was followed by work- 

shop sessions. The four subtopics cov- | 
ered during the conference were: (1) 
maximum use of the physical and social 
environment of the hospital, (2) psycho- 
logical support of staff. (3) motivation 
of staff, and (4) methods for better un- 
derstanding of patients. 


Over 400 people from the Los An- 
geles region attended and participated 
in the conference. There was a special 
effort to reach the broadest possible 
group of individuals and situations play- 
ing a part in the care and treatment of 
our chronically ill. Conference partici- 
pants came from Veterans Administra- 
tion, state, county. city, and private 
treatment and health agencies; from 
nursing homes and sanatoria concerned 
with the care of chronically ill; from 
home-care agencies such as the Visiting 
Nurse Association; from public and 
private community agencies concerned 
with health and welfare; and from agen- 
cies and organizations working with our 
senior citizen population. Participants 
included physicians, psychologists, min- 
isters, nurses and nursing assistants, vol- 
unteers, social workers, specialists in | 
physical medicine and recreation, dieti- 
tians, and others concerned with teach- 
ing, supervising, administering, or pro- 
viding direct services in programs deal- 
ing with all aspects of chronic illness. 

Informal post-conference evaluations 
indicate that the conference served a 
useful and appreciated purpose. One 
particular achievement was the bringing 
together of staff from community agen- 
cies, hospitals, and teaching institutions 
for a conference which also was attended 
by staff and administrators of nursing 
homes and sanatoria. Nursing home and | 
sanatorium operators, expressed their 
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NEWS NOTES 


Fifteen Indices Now Available 


The Joint Information Service of the 
American Psychiatric Association and the 
National Association for Mental Health 
announces the publication of: 

FIFTEEN INDICES—An Aid in Re- 
viewing State Mental Health and Hospital 
Programs. 1958 Data. Price: $2. 

This new publication includes expendi- 
tures for community mental health pro- 
grams, state charts indicating changes 
within each state between the years 1956 
and 1958. and brings up to date the tables 
published in THIRTEEN INDICES, 1957. 


PEOPLE & PLACES 


MARYLAND: Dr. Lawrence S. Kubie, 
formerly of New York City. is now direc- 
tor of training at Sheppard and Enoch 
Pratt Hospital in Towson. 

Dr. Clifton T. Perkins, State Commis- 

sioner of Mental Hygiene, died on Novem- 
ber 10, at his home in Towson. Dr. Isa- 
dore Tuerk, superintendent of Spring 
Grove State Hospital. Catonsville, Md., 
was appointed acting commissioner. 
DISTRICT OF COLUMBIA: Dr. Leon 
Yochelson succeeds Dr. Winfred Over- 
holser as head of the department of psy- 
chiatry at George Washington School of 
Medicine. Dr. Arthur H. Kiracofe re- 
places Dr. Norman Taub as coordinator 
of clinical training at St. Elizabeths Hos- 
pital. Miss Jeanne Daywitt, M.A., 
R.N., of the nursing staff of St. Eliza- 
beths. recently became assistant director 
of nursing. 
HERE & THERE: Dr. Joseph E. Barrett, 
who recently retired as superintendent of 
Eastern State Hospital. Williamsburg, Va.. 
is now clinical director at Eastern State 
Hospital in Knoxville, Tenn. 

Dr. Harvey J. Tompkins, director of 
the Reiss Mental Health Pavilion of St. 
Vincent's Hospital, New York City, has 
been elected President of the Academy of 
Religion and Mental Health. 

Dr. Roletta Jolly-Fritz, who previously 
was director of the outpatient clinic at Osa- 
watomie (Kansas) State Hospital, is now 
director of the Central Nebraska Mental 
Hygiene Clinic at Hastings. Dr. M. R. 
Gaitonde succeeded her at Osawatomie. 

Dr. James E. Gilbert, the former chief 
of the Mental Health Division, Department 
of National Health and Welfare in Ottawa, 
Canada. moved across the border and has 
now settled in Aberdeen, South Dakota, 
where he joined the staff of the North- 
eastern S. D. Mental Health Center. 

Dr. T. A. Pincock, provincial psychia- 


trist with the Manitoba Department of 
Health and Welfare for the past 17 years. 
retired last summer, and Dr. Edward 
Johnson, the medical superintendent of 
Selkirk Mental Hospital, was appointed his 
successor. 

Dr. Addison M. Duval, the director of 
the Department of Public Health and Wel- 
fare in Missouri, has been appointed clin- 


ical professor of psychiatry at Missouri 
University School of Medicine. 

Dr. Cecil L. Wittson, director of the 
Nebraska Psychiatric Institute, Omaha. 
has been appointed one of a group of con- 
sultants to the U. S. Senate Appropria- 
tions Committee. This’ group, including 
leaders in the field of medicine. will study 
the status of medical research and future 


QUARTERLY HOSPITAL PROFESSIONAL CALENDAR 


AMERICAN PSYCHIATRIC ASSOCIATION 
Annual Meetings: 


1960 May 9-13, Convention Hall, Atlantic City, N. J. (116th) 
1961 May 8-12. Hotel Morrison, Chicago, Ill. (117th) 


1962 May 7-11. Royal York Hotel, Toronto, Can. (118th) 
1963 May 13-17, Ambassador Hotel, Los Angeles, Cal. (119th) 


Mental Hospital Institutes: 


1960 Oct. 17-20, Hotel Utah, Salt Lake City (12th) 
1961 Oct. 16-19, (correction) Hotel Fontenelle, Omaha. Neb. (13th) 
1962 Sept. 24-27. Hotel Americana, Miami Beach, Fla. (14th) 


OTHER PROFESSIONAL ASSOCIATIONS 
American Group PsycHoTHEeRAPy Association, Jan. 27-30, Henry Hudson 
Hotel, New York City 
INTERNATIONAL ASSOCIATION FOR CHILD PsYCHIATRY AND ALLIED PROFESSIONS 
(Work Conference of International Preparatory Commission), Feb. 7-13. 
(Ing. Gerald Caplan, M.D., 55 Shattuck St., Boston, Mass. ) 


GuiLp oF CaTHOoLic PsycuiaTrists, 11th Annual Meeting. Feb. 8-10, St. Louis, 
Mo. 


INSTITUTE FOR MENTAL Hospitat Directors oF VOLUNTEERS (offered by the 
National Association for Mental Health in cooperation with the Menninger 
Foundation and the Topeka State Hospital), Feb. 8-19, Topeka. Kan. 


AMERICAN ASSOCIATION OF PsYCHIATRIC CLINICS FOR CHILDREN, Annual Meeting. 
Feb. 23, Chicago, Ill. 


Nortu LittLe Rock VA Hospirac, 12th Annual Institute, Feb. 25-26, N. Little 
Rock. Ark. 


AMERICAN ORTHOPSYCHIATRIC AssociATION. Annual Meeting, Feb. 25-27, Hotel 
Sherman, Chicago, Ill. 


NationaAL HEALTH CounciL—National Health Forum, Mar. 15-17, Carillon 
Hotel, Miami Beach, Fla. 


AMERICAN ACADEMY OF GENERAL Practice, Annual Meeting, Mar. 19-24, Phila- 
delphia, Pa. 


NATIONAL COUNCIL ON ALCOHOLISM, Annual Meeting, Mar. 23-25, Statler-Hilton 
Hotel, New York City 


AMERICAN PsycHosomatic Society, Annual Meeting, Mar. 26-27. Sheraton-Mt. 
Royal Hotel, Montreal, Can. 


Wuite House CONFERENCE ON CHILDREN, Mar. 27, Washington, D. C. 


Group FOR THE ADVANCEMENT OF PsycuHiaTrRy, Apr. 7-10, (Ing. Malcolm J. 
Farrell, M.D., Box C, Waverly 78, Mass.) 


INSTITUTE ON MENTAL HEALTH ASPECTS OF PAasTORAL COUNSELING, Apr. 25-27, 
Holy Family Monastery, W. Hartford, Conn. 
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and advise the committee concern- 
ing federal policies in that particular field. 
Dr. Wittson is the only psychiatrist in the 
group. 


HAVE YOU HEARD ? 


NEW BUILDINGS: New York City’s larg- 
est and newest private psychiatric hospi- 
tal. Gracie Square Hospital. recently 
opened on its premises a 58-bed general 
hospital. the Gracie Square General 
Hospital, equipped and staffed for all 
medical and surgical services. except ob- 


needs, 


stetrics. Both institutions are under the 
direction of a psychiatrist, Dr. Leonard 
Cammer. Recognizing the close connection 
that often exists between physical ailments 
and emotional illnesses, the staff of the 
combined facilities will be able to provide 
both forms of treatment and care, coordi- 
nated and integrated. 

Last October members of the medical 
profession and leaders in the hospital and 
allied fields attended dedication cere- 
monies of The Westwood, one of the 
most modern psychiatric hospitals in the 
western part of the U.S. Located in West 


BRIGHTEN THEIR OUTLOOK.. 
SAVE MAINTENANCE DOLLARS, TOO 


with attractive, clean, seamless Selbatex® floor covering 


Here’s a floor covering that is attractive 
and restful... that wears and wears... 
that gives you more advantages for your 


modernization dollars than any other! 


Selbatex is neither a tile, nor a sheet 


flooring, but rather a beautifully smooth, 
resilient surface that is trowelled on over 


the entire floor area. The original 
flooring underneath needs no special 


cements, wire lath or mechanical bond so 
you save from the start. Check all these 
features which make Selbatex ideal for 


gleaming, hard-working floors in 
hospitals or institutions. 


Send for new literature, giving full details 
of Selbatex. No obligation. 


Super-resistant Selbatex is tre- | 
mendously resistant to wear, | 
abuse, fire, human excrement, 

strong cl s, iseptics, oil, 

gasoline, alcohol, fatty or vege- 

table acids. 


| 
Non-slip even when wet. Patients 
} 


and staff always have sure foot- 
ing. 

Noise-deadening No sharp clatter 
from heels as with ceramic floor 
finishes. 

Seamless No cracks for dirt, 
vermin or moisture to work into. 
Extra easy to clean. 

Color fast Pigmented internally. 
Standard red, brown, green; other 
colors available. } 
Installed by factory trained ex- 
perts. | 


SELBY, BATTERSBY &CO. 


5220 Whitby Avenue, Philadelphia 43, Pa. © 2125 Maryland Avenue, Baltimore i8, Md. | 
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Los Angeles, Cal., The Westwood is a 50- 
bed hospital with a complete day-care cen- 
ter, under the medical direction of Dr. 
Eugene Pumpian-Mindlin. 


MENTAL RETARDATION: The new 
Kansas Neurological Institute (Cle- 
ment C. Vickery. M.D.. Supt.) using the 
buildings and grounds of the old Winter 
VA Hospital in Topeka, Kansas, will be 
primarily a children’s institution but with 
some older patients in residence. The new 
institution will make possible reduction of 
waiting lists and relieve overcrowding at 
the two other state hospitals for the men- 
tally retarded. The plan of the Division of 
Institutional Management. which will di- 
rect the new hospital, calls for the best 
treatment methods available, continual re- 
search, and training in the field of mental 
retardation. 

Last summer, the Citizens’ Commis- 
sion on Needs of the Mentally Retard- 
ed in Kentucky issued a report with rec- 
ommendations to the Governor. It urged 
preparation and submission to the 1960 
Legislature of an emergency budget re- 
quest to provide adequate facilities, serv- 
ices, and personnel for the overcrowded 
Kentucky Training Home. It proposed the 
establishment of two new training homes. 
The commission urged financial support 
for more trained teachers and classrooms, 
increased services, and more training for 
the older mentally retarded patients in the 
state. The establishment of a university- 
connected diagnostic and evaluation cen- 
ter was also recommended. 


HOME CARE: Geriatrics magazine re- 
ports that as a result of home care plans 
in Greenwich and Hartford, Conn., one 
telephone call from a physician can bring 
to his patient’s bedside not only nursing 
but homemaker services; loan of a hospi- 
tal bed, wheel chair, or other equipment; 
physical, speech, and occupational thera- 
pists, health supervision and counseling; 
and social welfare assistance. These serv- 
ices are supplied by a number of special- 
ized agencies working together in a con- 
certed plan. with the patient’s own physi- 
cian in charge. In this way. home care 
focuses on each patient in his own home 
the services of the Visiting Nurse Associa- 
tion, the Family Service Society, the Amer- 
ican Red Cross, or other appropriate or- 
ganizations. 


PUBLIC RECOGNITION: A plaque hon- 
oring Dorothea Lynde Dix will be placed 
in Mississippi's Old Capitol Building, 
if the state mental health association has 
its way. The building, no longer in use, 
will become a museum. Miss Dix visited 
Mississippi twice and is remembered there 
as the leader who started the state on a 
program of care and treatment for the 
mentally ill. 
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brand of biperiden 


DRUG-INDUCED EXTRAPYRAMIDAL DISORDERS 


parkinsonism — dyskinesia — akathisia 


ACTION 


SIDE EFFECTS 
DOSAGE 


AVAILABLE 


By controlling drug-induced extrapyramidal disturb- 
ances, AKINETON makes it possible to continue 
tranquilizer therapy of psychotic or other conditions 
requiring relatively large continuous doses of pheno- 
thiazines or reserpine. 


Minimum (mainly dry mouth or blurred vision). 


Individual adjustment of dosage is necessary in all 
instances. Average daily dose: 2 mg. (1 tablet) one 
to three times daily. 


Supplied as the hydrochloride salt, 2 mg. bisected 
tablets, bottles of 100 and 1000. 


Complete information furnished upon request. 


KNOLL PHARMACEUTICAL COMPANY 


NEW JERSEY 
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PROVEN EFFECTIVE 
FOR THE TENSE AND 
NERVOUS PATIENT 


** There is perhaps no other drug introduced in 
recent years which has had such a broad spec- 
trum of clinical application as has meproba- 
mate.* As a tranquilizer, without an autonomic 
component in its action, and with a minimum 
of side effects, meprobamate has met a clinical 
need in anxiety states and many organic diseases 
with a tension component.” 

Krantz, J. C., Jr.: The restless 
patient — A psychologic and 


pharmacologic viewpoint. 
Current M. Digest 


“Miltown 


the original meprobamate, discovered and introduced by 


) WALLACE LABORATORIES, New Brunswick, N. J. 


CM-214 


: 

j 

f 
f 

| 
i 
= 
. 
25:68, Feb. 1958. 
Wine 
F 


